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INTRAEPITHELIAL CARCINOMA OF THE CERVIX AND 
ITS CLINICAL IMPLICATIONS 


HOWARD W. JONES, JR., M.D., GERALD A. GALVIN, M.D., and 
RICHARD W. TeLINDE, M.D., Baltimore, Maryland 


T now seems quite clear that in some in- 
stances the cellular morphology of cancer 
may be identified within the confines of the 
uterine cervical epithelium for a consider- 

able period before clinical and infiltrative can- 
cer occurs. 

This observation is now supported by some 30 
isolated case reports of clinical carcinoma in which 
a review in retrospect of previous cervical biop- 
sies has revealed intraepithelial carcinoma which 
was not diagnosed when the biopsy was made 
(21, 20, 19, 22, 26, 12, 18, 23, 8, 17, 27, 25, 9, I, 
10,7). Galvin, Jones, and TeLinde (6) have recently 
reported 1o new similar instances, bringing the 
total reported cases to 4o. 

More, although less conclusive, evidence is 
available on the important questions of whether 
intraepithelial carcinoma invariably becomes in- 
filtrative and whether infiltrative carcinoma is 
invariably preceded by intraepithelial carcinoma. 
When the answers to these questions are ulti- 
mately known, the transformation of the squa- 
mous cervical epithelium to cancer will certainly 
be understood in more detail than the malignant 
transformation of any other epithelium. Further- 
more, exact answers to these questions are of 
critical significance: in deciding the efficacy of 
routine examinations to detect asymptomatic cer- 
vical cancer and the frequency with which such 
examinations should be advocated. Therefore, 
although the evidence is as yet tenuous, these 
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questions are so important that a review of the 
known facts may be fruitful. 


CHARACTERISTICS OF INTRAEPITHELIAL CARCINOMA 


The clinical implications of the biological be- 
havior of intraepithelial carcinoma are so de- 
pendent on the characteristics of the lesion that a 
brief review of these features is important. Such 
characteristics must also serve as a background 
for judging the evidence to be presented below 
and as the criteria of diagnosis. This last is es- 
pecially important as there can be no doubt that 
the diagnosis of intraepithelial carcinoma is being 
made too frequently and many uteri are being 
removed unnecessarily in the mistaken impression 
that they harbor malignant cervical epithelium. 

The criteria of diagnosis have been well recorded 
in the literature (24). The normal stratification of 
the epithelial cells is lost, there is variability in 
the size and shape of the cells, the nuclei stain 
darkly, and mitotic figures are frequently ob- 
served. The cellular changes are indistinguishable 
from those of invasive cancer. In order to make 
the diagnosis with certainty these changes must 
extend through the entire thickness of the cervi- 
cal epithelium. The ability of the cell to differen- 
tiate has apparently been lost. Sometimes one 
can observe an abrupt change between this ab- 
normal surface epithelium and the normal strati- 
fied epithelium. However, this is not necessary 
for a diagnosis. 

Age. All observers are agreed that the average 
age of women with intraepithelial carcinoma is sub- 


522 INTERNATIONAL ABSTRACTS OF SURGERY 


stantially younger than that of women with clin- 
ical cancer. Galvin and TeLinde (7) reported an 
average age of 37.1 years among 75 women, the 
youngest being 24.and the oldest 53. Pundet al. (15) 
found the average age of their patients to be 36.6 
years. Younge et al. (27) gave an average figure of 
38 years, 41 per cent of the women being under 
the age of 35 and 17 per cent under 30 years. The 
average age of women with clinical cancer is 48. 

Latent period. One of the most characteristic 
features of intraepithelial carcinoma is the fact 
that it can be diagnosed by biopsy for a consider- 
able period before clinical cancer ensues. The 
latent period seems to vary in a given case and it 
is difficult to present an accurate time estimate 
for it. As indicated in the previous paragraph, 
the average age of patients observed with in- 
traepithelial carcinoma is about 10 years younger 
than that of patients with infiltrative carcinoma. 
Such a finding would lead one to believe that 
intraepithelial carcinoma might exist for a period 
in excess of this length of time. The longest case re- 
port is that of Galvin, Jones, and TeLinde. These 
observers report on 1 patient who developed clini- 
cal cancer 17 years after intraepithelial carcinoma 
was detectable by biopsy. Many other instances, 
however, have been reported in which the latent 
period was much less than this. No one knows how 
long intraepithelial carcinoma may have existed 
in the cervix prior to its diagnosis by biopsy. 

Point of origin. Foote and Stewart have made 
a careful study of this point, using multiple block 
examinations of 27 pathological specimens of 
intraepithelial carcinoma of the cervix. They 
were able to confirm the generally accepted view 
that the origin of the lesion is concentrated in the 
critical area centering at and about the external 
os, at the junction of the squamous and endocervi- 
cal epithelium. It is of interest that in 1 of their 
carefully studied cases it was believed that the 
carcinoma was present in 2 separate areas of the 
cervix, the interpretation being that there were 
two independent primary growths. From their 
study Foote and Stewart concluded that it was 
impossible to tell with the naked eye where an 
intraepithelial carcinoma was located in a given 
cervix, but they did point out that biopsy bites 
taken at the squamocolumnar junction at four 
sites equally distributed around the periphery 
would result in the diagnosis of the great ma- 
jority of cases. 


DOES INTRAEPITHELIAL CARCINOMA 
INVARIABLY BECOME INFILTRATIVE? 


Evidence on this question may be obtained by 
the prolonged observation of patients with un- 


treated intraepithelial carcinoma, or by micro- 
scopic examination of the entire cervix following 
a biopsy diagnosis of intraepithelial carcinoma. 

The prolonged observation of patients with 
untreated intraepithelial carcinoma has at least 
three possible consequences. After a period of 
time the intraepithelial carcinoma might (1) be- 
come infiltrative and clinically manifest, (2) re- 
main. as intraepithelial carcinoma, or (3) revert 
to nonmalignant cervical epithelium. 

In considering these possibilities it is important 
not to be distracted by classical definitions which 
might preclude the reversibility of any lesion 
called carcinoma, but rather to consider only the 
question of whether the changes identified as 
intraepithelial carcinoma may remain for a long 
period in situ or may actually revert to a more 
normal squamous epithelium. 

Can intraepithelial carcinoma become infiltra- 
tive and clinically manifest? As has been indi- 
cated, Galvin, Jones, and TeLinde have recently 
brought up to date the case reports of patients 
with clinical carcinoma who had had previous 
cervical biopsies which in retrospect revealed a 
diagnosis of intraepithelial carcinoma. This in- 
vestigative method clearly indicates an intimate 
relationship between intraepithelial carcinoma and 
infiltrative clinical cancer, but is not critical in 
deciding the invariability with which intraepithe- 
lial carcinoma is followed by invasive change. 

Can intraepithelial carcinoma remain as intra- 
epithelial carcinoma? Diddle reported 3 cases 
(Nos. 4, 7, and 11) in which a biopsy diagnosis of 
intraepithelial carcinoma was made 6%, 334, and 
17/12 years prior to total hysterectomy, and in 
which multiple block pathological examination of 
the cervix revealed only intraepithelial carcinoma. 
Galvin, Jones, and TeLinde (6) have also reported 
3 such cases with intervals of 6, 4, and 3 years. 
Wespi records 1 such case, there being a lapse 
of 8 years between biopsy and hysterectomy. 

These isolated observations of the prolonged 
maintenance of the status quo of intraepithelial 
carcinoma stem from the interruption of nature’s 
experiment. They are not helpful in answering 
the question of the inevitability of infiltration, 
but certainly emphasize the possibility of pro- 
longed maintenance of intraepithelial changes. 

Can intraepithelial carcinoma revert to normal 
cervical epithelium? This last possible conse- 
quence of untreated intraepithelial carcinoma is 
of utmost importance. It seems that under the 
influence of pregnancy the cervical epithelium 
may assume the mask of intraepithelial carci- 
noma, which disappears following the termination 
of the gestation (4). However, the work of Mur- 
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phy and Herbut, and of Danforth indicates that 
these alterations are the exception rather than 
the rule. 

May such a change occur in the absence of preg- 
nancy? Wespi thinks that it may and reports 4 such 
instances. He has made microscopic observations 
in each instance after 16, 13, 35/12, and 15/12 
years (Cases 48, 49, 51, and 52). He felt sure 
that the entire lesion was not removed by the 
biopsy. Younge e al. (27) also reported 4 such 
instances with negative biopsies and smears 1.5 
to 2 years after the original positive biopsy. They 
did‘ not believe that they could eliminate the 
possibility that the entire lesion had been removed 
by the original biopsy. 

Diddle also reports such a case. Case 8 showed 
a normal cervix histologically, 4 years after a 
biopsy which revealed intraepithelial carcinoma. 

There are other instances in the literature of 
prolonged observation without the development 
of clinical carcinoma after the diagnosis of un- 
treated intraepithelial carcinoma. Stevenson and 
Scipiades, for example, record such instances. 
However, these cases lack histological observa- 
tion at the end of the observation period and, 
therefore, are not included. 

The reporting of so few isolated instances of 
apparent reversion makes it easy to question the 
accuracy of the original biopsy diagnosis. How- 
ever, the changes in the cervical epithelium, which 
sometimes take place under the influence of preg- 
nancy and its termination, indicate that with the 
proper steroid background apparent malignant 
change and reversion is possible. It is not incon- 
ceivable that the influences—steroid or otherwise 
—making for cancer wax and wane and so result 
in such cases observed by Wespi, Younge, and 
Diddle. 

In this connection, the clinical experiment of 
Kottmeier at the Radiumhemmet is of prime 
interest and importance. He has to date 42 pa- 
tients with untreated intraepithelial carcinoma 
who have been observed by repeated small biop- 
sies. In 3 of these women clinical cancer ap- 
peared after 1 to 9 years. The further results of 
this experiment will be awaited with interest. 

Microscopic examination of entire cervices by 
multiple blocks should be helpful in the determi- 
nation of whether all intraepithelial carcinomas 
become infiltrative by indicating the proportion 
of microscopic invasion. The presumption is that 
microscopic invasion implies ultimate extensive 
infiltrative and clinical cancer. 

The difficulties with this type of investigation 
revolve around the definition and diagnosis of 
invasion. 
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The three largest series of this type differ con- 
siderably in the reported percentage of micro- 
scopic invasion. 

Galvin and TeLinde (7) report invasion in 55, 
or 76 per cent, of 75 patients. On the other hand, 
Pund and Echols (16) report microscopic invasion 
in only 3, or 6 per cent, of 54 patients. Younge 
et al. (27) report invasion in 39, or 29 per cent, of 
135 patients, only 85 of whom had complete 
pathological examination of the removed cervix. 

This discrepancy revolves about the definition 
of invasion. Galvin and TeLinde have included 
glandular with stomal invasion, while Pund 
does not agree that this is an indication of malig- 
nancy as ordinarily conceived. If Galvin and 
TeLinde are correct, this is strongly in favor 
of the view that intraepithelial carcinoma in- 
variably becomes infiltrative. On the other hand, 
if the view of Pund and Echols is correct, the 
question of inevitability is very much unresolved 
by this method of investigation. 

Summary. The evidence just reviewed indicates 
that intraepithelial carcinoma becomes infiltrative 
in a proportion of patients. However, there is no 
completely satisfying evidence that this is invaria- 
bly so. On the other hand, except for the implica- 
tion from pregnancy, there are but few cases which 
may be presumed to indicate that intraepithelial 
carcinoma may revert to normal cervical epitheli- 
um. The bulk of the evidence is, at least, not 
against the view that intraepithelial carcinoma 
invariably becomes infiltrative, but further studies 
along the line advocated by Kottmeier of the 
Radiumhemmet are desirable if one can be bold 
enough to subject patients to a risk, of which the 
calculation is so elusive. 


IS INFILTRATING CARCINOMA INVARIABLY 
PRECEDED BY INTRAEPITHELIAL CARCINOMA? 


Important evidence on this point has been 
brought forth recently by Galvin, Jones, and 
TeLinde (6) who reviewed all cervical cancer cases 
observed within a 10 year period in which a biopsy 
of the cervix had been taken 1 or more years before 
the development of the clinical cancer. Among 13 
of the patients, 11 were found to have had intra- 
epithelial carcinoma on re-examination of the 
biopsy. Of the other 2, 1 showed marked basal 
cell hyperactivity while the other revealed only 
endocervical epithelium. As indicated before, 3 of 
these 13 patients had not progressed beyond the 
intraepithelial stage but the remaining 10 had 
clinical cancer. Eight additional patients with 
cancer had had endometrial biopsy 1 or more 
years before the onset of clinical cancer. In 2 of 
these there were fragments of cervical epithelium 
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which showed intraepithelial changes. It is hoped 
that this study will be repeated by other large 
institutions, and, if confirmed, it should yield 
satisfactory evidence that infiltrative cancer is 
preceded in a large percentage of cases by intra- 
epithelial carcinoma recognizable at least 1 year 
before the cancer manifests itself clinically. 


THE CLINICAL IMPLICATIONS FROM THE NATURAL 
HISTORY OF INTRAEPITHELIAL CARCINOMA. 


Even if it is ultimately shown that not every 
instance of intraepithelial carcinoma becomes in- 
filtrative, there is nevertheless sufficient evidence 
to warrant adequate treatment of this condition 
when discovered. The only exception that may 
be permitted is when a concentrated study is 
made with faithful observation of the patients, 
such as Kottmeier is carrying on at the Radium- 
hemmet. 

Of equal interest is the implication from the 
observations that clinical cancer is apparently 
preceded by intraepithelial carcinoma by at least 
I year in a high percentage of patients. This 
means that a warning period exists during which 
carcinoma of the cervix can be detected in a 
highly curable phase. Routine pelvic examinations 
were, of course, advocated for years before the 
concept of preinvasive cervical cancer. However, 
the latency of intraepithelial carcinoma and the 
frequency with which it precedes clinical can- 
cer make such an examination even more ap- 
pealing. As emphasized elsewhere (11) such an 
examination implies the use of cytological or 
biopsy study, and preferably both, for intra- 
epithelial carcinoma cannot be diagnosed by ob- 
servation with the naked eye. If such examina- 
tions are carefully done, they will result in the 
diagnosis of more than the expected number of 
cases of cervical cancer, which would indicate 
that the latency of intraepithelial carcinoma al- 
lows the diagnosis of cases which would not be- 
come clinically manifest until some time in the 
future (11). 

It is probably not too unrealistic to express 
the view that cervical cancer is a highly curable 
disease among those women who have the ad- 
vantage of a properly performed periodic pelvic 
examination. 
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A Comparative Study of Coal Miners’ Nystagmus. 
R. C. Browne, I. F. Beck, and E. G. Sarnt, with 
the assistance of R. I. McCattum. Brit. J. Ophth., 
1950, 34: 6o1. 


A clinical, occupational, and social survey was 
made of 47 coal miners who had been certified with 
nystagmus 5 years previously, and the results were 
compared with those in a similar study on normal 
volunteer miners whose ages and occupations were 
comparable. 

In one-half of these cases the men had had symp- 
toms for more than a year before becoming certified; 
and four times as many men were severely disabled 
as had gross oscillation of the eyes. 

The two groups of men were similar in height, 
weight, and chest expansion. The men with nystag- 
mus had slightly more rapid pulses and higher dia- 
stolic blood pressures than did the men used as 
controls. Occupationally, the men with nystagmus 
were as good as, if not better than, normal and 
graduated to the coal face earlier than the normal 
men. Four per cent of the men with nystagmus 
ultimately returned to the coal face without spe- 
cific treatment; the rest found a wide range of 
occupation. 

The medical and accident histories of both groups 
were not noticeably different. 

Socially, the two groups were comparable. The 
controls were slightly more intelligent. Men with 
nystagmus came from, and had, slightly smaller 
families than normal. 

The authors conclude that a diagnosis of neurotic 
predisposition to miners’ nystagmus is not justified. 
The nature of the symptoms warrants the amount 
of anxiety the workers displayed, and the unem- 
ployment and financial hardship warrant the asso- 
ciated mental depression. 

JosHuA ZUCKERMAN, M.D. 


The Surgical Treatment of Exotropia Resulting 
from Anterior Internuclear Ophthalmoplegia; 
A Practical Evaluation of Some Surgical Tech- 
niques. GrEorGE GuiBorR. Am. J. Ophth., 1950, 33: 
1837. 


The author discusses the surgical treatment of 
exotropia resulting from anterior internuclear oph- 
thalmoplegia, and" evaluates some surgical tech- 
niques. : 

Refractive errors do not play an important role 
in this condition, but anatomomechanical condi- 
tions such as the diverging axes of the orbits, an 
aplasia, a congenital defect, or an acquired lesion in 
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HEAD AND NECK 


the medial longitudinal fasciculus may be respon- 
sible for the condition. 

Thirty-one patients with exotropia associated with 
internuclear palsy were treated surgically. It was 
found that advancement of the internal rectus mus- 
cles without resection and without retroplacement 
of the external rectus muscles was unsuccessful, and 
that in 6 patients advancement of one internal rectus 
with retroplacement of the external rectus was un- 
successful in eliminating the exotropia. 

In 25 patients with exotropia the average devia- 
tion was 60 degrees. The divergent strabismus was 
corrected by a 10 mm. bilateral resection of the in- 
ternal rectus muscles and a bilateral retroplacement 
of the external rectus muscles. These procedures on 
the four horizontal rectus muscles were more success- 
ful when done in one procedure than any other op- 
erations attempted. 

Guibor concludes that the results obtained with 
the conservative treatment of exotropia are not so 
satisfactory as simultaneous resection of the internal 
rectus muscles and retroplacement of the external 
rectus muscles. JosHuA ZUCKERMAN, M.D. 


Goniopuncture—A New Filtering Operation for 
Glaucoma; Preliminary Report. Harotp G. 
ScHEIE. Arch. Ophth., Chic., 1950, 44: 761. 


Goniopuncture, a new filtering operation for glau- 
coma, is described. This operation has developed as 
a result of observations following goniotomy. In this 
operation a fistula is made through the trabecular 
region of the corneoscleral wall by an incision from 
within the anterior chamber, resulting in subcon- 
junctival drainage of aqueous humor. 

The operation is performed under local anesthesia, 
supplemented by the retrobulbar injection of pro- 
caine hydrochloride and O’Brien akinesia. Pilocar- 
pine nitrate, 1 per cent, is instilled before operation 
to maintain miosis, to protect the lens, and to aid in 
the prevention of peripheral anterior synechias. To 
restore the anterior chamber, a preliminary oblique 
knife needle puncture is made in the upper temporal 
quadrant. The conjunctiva adjacent to the lower 
limbus is ballooned outward, away from the globe by 
the subconjunctival injection of saline solution to 
prevent perforation of the conjunctiva by the knife, 
when making the counterpuncture. A specially de- 
vised knife is then introduced through clear cornea 
1 to 1.5 mm. within the limbus at approximately 
9:30 o’clock in the right eye (2:30 o’clock in the left 
eye) and directed nasally to the 6 o’clock meridian. 
The tip is carried across the chamber until it reaches 
the trabecular region of the opposite angle. It is 
thrust forward through the corneoscleral wall until 
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the cutting end of the knife is visible beneath the 
previously ballooned conjunctiva. The knife is ro- 
tated at right angles until it is perpendicular to the 
iris, with the cutting edge turned forward toward the 
apex of the cornea. It is then drawn back into the 
anterior chamber and rotated on its long axis to its 
original position, and withdrawn from the eye. The 
anterior chamber is filled with saline solution in- 
jected through a hypodermic needle introduced into 
the knife needle tract without entering the anterior 
chamber. Both eyes are covered for a few hours. 
Atropine can be instilled 24 hours after operation if 
the reaction seems sufficiently severe. 

The operation seems particularly promising in the 
surgical treatment of juvenile and congenital glau- 
coma. It also offers an explanation for the mech- 
anism of action of goniotomy in at least certain 
instances. 

This procedure has controlled the tension of the 
four eyes operated upon for juvenile glaucoma, all of 
which have been followed from 9 months to 1% 
years, and of three to five eyes in patients with con- 
genital glaucoma who were followed for 6 months. 

The value of goniopuncture in combination with 
goniotomy in cases of congenital glaucoma is now 
being determined. JosHua ZucKERMAN, M.D. 


The Pterygium; Brief Review and Evaluation of 
Certain Methods of Treatment. Joun Harry 
Kine, Jr. Arch. Ophth., Chic., 1950, 44: 854. 


The various methods of treatment of pterygium 
are reviewed and evaluated, and the author recom- 
mends the “‘bare sclera” method which is a modifica- 
tion of d’Ombrain’s operation. In this procedure the 
head of the pterygium is dissected from the cornea 
with a knife just as is done in a superficial keratec- 
tomy. The entire pterygium is undermined along 
the sclera, and the subconjunctival tissue is totally 
excised. The apex of the head is removed by two 
converging snips of the scissors, leaving a diamond- 
shaped defect of the cornea and conjunctiva. The 
conjunctiva is undermined above and below, and two 
interrupted No. oooo black silk sutures are used to 
approximate the separated edges. A bare area 2 mm. 
wide is left at the limbus. This area is cauterized 
with a hot muscle hook to obliterate any episcleral 
vessels. The cauterized bare sclera acts as a barrier 
in the same way as does a free graft of skin or of 
mucous membrane. 

The author states that all pterygiums should be 
removed surgically, and the earlier the operation the 
better the functional and cosmetic result. The first 
operation performed should be successful, to avoid 
recurrence, which may present a major ophthalmo- 
logic problem. Of all the methods, one of the “‘bare 
sclera”? methods (of D’Ombrain, Sugar, McGavic, or 
of the author) with total removal of the pathologic 
subconjunctival tissues is preferred. As a matter of 
fact, any operation which diverts the direction of the 
blood vessels after excision of the pterygium seems 
successful. A combination of these two procedures 
(a Campodonico or a Bangerter operation), leaving a 
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small area of bare sclera from 1 to 2 mm. in width at 
the limbus, is desirable. The procedure should be 
varied in each case, depending on the type of the 
lesion and the stage of the growth. Early pterygiums 
respond well to Campodonico’s method, larger 
growths to Bangerter’s technique, multiple recur- 
rences to a “bare sclera” method, or to a mucous 
membrane transplant, or Spaeth’s rotating island 
flap. 

Postoperative roentgen therapy and beta irradia- 
tion may prevent recurrences. 

JosHuUA ZUCKERMAN, M.D. 


Control of Experimental Infection of the Vitreous 
by Penicillin. Arno~p SorsBy and J. UNGAR. 
Brit. J. Ophth., 1950, 34: 645. 

These authors discuss the control, by means of 
penicillin, of experimental infection of the vitreous 
with 50,000 organisms of Staphylococcus aureus 663, 
which resulted in panophthalmitis within 48 hours. 

They found that vitreous infection can be con- 
trolled adequately by subconjunctival injection of 
penicillin, that the results are limited by the amount 
of penicillin given, and by the time within which 
treatment is instituted. 

Treatment should be energetic and maintained 
beyond the point when all danger is past: 1,000,000 
units of crystalline penicillin dissolved in 1 ml. water 
and 5 minims of adrenalin 1:1,000 should be in- 
jected and repeated after 24 hours, and should be 
maintained for 2 or 3 days after the vitreous is com- 
pletely cleared (usually 5 to 7 days). 

Intravitreal injection of penicillin is neither as 
desirable nor as effective as subconjunctival in- 
jection. 

The time factor is all important. The classical 
sign of vitreous infection—a yellow reflex in the 
vitreous—is not an indication for treatment but it 
is evidence that the eye is already beyond treatment. 
In order to be effective, treatment must be initiated 
at the earliest possible moment when infection of 
the vitreous is suspected or probable, long before 
the vitreous becomes disorganized. In this study, 
treatment was started either immediately after, or 
3 hours after infection. 

Heavier infections and heavier doses of penicillin 
yielded inconsistent results, because the rabbit’s tol- 
erance to large subconjunctival doses of penicillin is 
not good. Josnua ZucKERMAN, M.D. 


EAR 


Otosclerosis; Hypothesis of Its Origin and Progress. 
— Wotrr. Arch. Otolar., Chic., 1950, 52: 
53- 

An otosclerotic lesion presents a circumscribed 
area of spongy pathologic bone. This is easily dif- 
ferentiated from normal bone. The contour of the 
diseased bone usually follows the scalloped pattern 
of the Haversian systems. The disease follows blood 
channels in which congestion and hemostasis are a 
frequent finding. 








, a_i. > 


er 


CO he. 


A 
r 


IS 








SURGERY OF THE 


The blood vessels in otosclerosis exhibit blue 
mantles. Although blue mantles can occur in tem- 
poral bones without otosclerosis, they are probably 
of importance. They might be considered as chem- 
ical indicators of the type of calcium being depos- 
ited. Osteoclasts may or may not be found in oto- 
sclerosis. 

The disease may present the characteristics of a 
bone tumor. Mayer concluded it was a vascular 
tumor formed to heal a fracture of the otic capsule. 
However, fractures which do not pass through the 
pathologic focus are seen in the presence of oto- 
sclerosis. 

Otosclerosis can show vascular changes and the 
consequences of vascular disease. Following exces- 
sive vascularization, an embolus or obliterative 
arteritis may block the blood supply to the area with 
resulting osteoporosis. Obliterative periarteritis or 
obliterative endarteritis has been seen histologically 
in cases of otosclerosis. These vascular changes may 
cause increased pressure within the labyrinth and 
atrophy of various soft tissue structures. 

It is evident that otosclerosis may assume many 
forms. It may occur in any case of bone or calcium 
dyscrasia. It may arise in any case in which periph- 
eral vascular pathologic conditions exist. 

Peripheral vascular disease can explain the bony 
changes and the wide variations that can occur. It 
seems that otosclerosis has no specific cause, but is 
the result of damage to the peripheral vascular 
supply. The ultimate course of the disease depends 
on the constitution of the individual patient. 

Joun R. Linpsay, M.D. 


Influence of Systemic and Local Factors on the De- 
velopment of Otosclerosis. J. R. Linpsay. Arch. 
Otolar., Chic., 1950, 52: 868. 


Otosclerosis is a disease of the labyrinthine capsule 
occurring primarily in certain localized areas. Im- 
pairment of hearing is produced mainly by the 
gradual stiffening of the joint between the stapes and 
oval window, and secondly by degenerative changes 
in the receptor apparatus which occur in the ad- 
vanced stages of the disease in a large percentage of 
cases, and produce a progressive high tone loss. 

The disease does not, so far as is known, produce 
other bone lesions in the skeleton. 

Attempts which have been made to link otosclero- 
sis with such constitutional factors as vitamin de- 
ficiencies, metabolic disturbances, diseases of the 
glands of internal secretion, or hormone imbalance 
have so far given little indication of the etiology. 
An hereditary disposition is indicated by the family 
history in some one-third to one-half the clinical 
cases. Histologic examination has shown, however, 
that early otosclerosis is present in a high percentage 
of adult bones in which no functional impairment has 
been produced. 

Clinical observation suggests that prolonged con- 
stitutional disturbances or debilitative diseases, as 
well as pregnancy, may sometimes have an effect on 
otosclerosis in promoting its activity. 
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The histologic appearance of the individual oto- 
sclerotic focus bears some resemblance to osteitis 
deformans or Paget’s disease, but differs greatly in 
that it remains localized to small areas in the tem- 
poral bone, appears in early life, and progresses 
slowly. Otosclerosis frequently occurs in the pres- 
ence of osteogenesis imperfecta and blue scleras. 
The histologic appearance of the otosclerotic focus, 
however, shows no similarity to the pathologic con- 
dition found elsewhere in the skeleton. The exist- 


’ ence of some common hereditary constitutional fac- 


tor is suggested to account for a predisposition to 
any one, or any combination, of these three condi- 
tions. 

From the author’s collection of 22 temporal bones 
with otosclerosis there were three bilateral cases (6 
ears) demonstrating a very early stage of the disease. 
These patients had a terminal illness of from 6 weeks 
to a year, during which time the otosclerotic focus 
could have developed. The suggestion is made that 
these cases represent the environmental effect of a 
debilitating disease in activating a hereditary pre- 
disposition. 

Another pair of temporal bones was described, in 
which one ear was completely normal with normal 
pneumatization. The opposite ear showed the effects 
of suppurative disease in early life, destruction of 
the conducting mechanism, extensive fibrosis in the 
middle ear, and absence of pneumatization. In this 
bone there was a fairly large otosclerotic focus. This 
case suggests that the inflammatory changes in the 
diseased ear may have provided the environmental 
influence necessary to explain the unilateral oto- 
sclerosis. 

Otosclerosis has not been observed in animals, nor 
have experimental procedures on the temporal bone 
produced the disease. 

The cases selected from the author’s collection 
provide some support to the hypothesis that in those 
individuals possessing the hereditary factor, oto- 
sclerosis may be activated by some environmental 
influence. The environmental factor may be pro- 
vided by prolonged systemic disease or by local dis- 
ease in the temporal bone. 

Further basic research into the biologic processes 
involved in the growth of cartilage and bone would 
seem indicated in the study of such diseases as ostei- 
tis deformans, fragilitas ossium, and otosclerosis. 


Postnatal Rebuilding and Otosclerotic Bone For- 
mation in the Region of the Otic Capsule. T. 
H. Bast. Arch. Otolar., Chic., 1950, 52: 882. 


Abnormal tissues in the region of the fissula ante 
fenestram are often seen in the fetus as well as in the 
adult. Though the fissular region seems to be a 
favorable site of involvement, the main channel is 
resistant to pathologic change. When the fissula is 
unusually large or irregular, the marginal cartilage 
tends to proliferate. This cartilage mass may ac- 
tually block the fissula. Later ossification of the 
chondroma tends to occur. This may spread and in- 
volve the surrounding bone. It remains to be solved 
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whether the cartilage masses tend to ossify to healed 
quiescent bone, or initiate otosclerotic lesions. 

In 25 of 38 cases in which one or both temporal 
bones were studied, abnormalities were found in the 
region of the fissula in one or both ears. The abnor- 
mal tissues tended to occur along the cochlear mar- 
gin of the fissula. Such changes occurred at all age 
levels, and in the fetus also. Age seemed to be 
related to the degree of activity, not to the location 
and percentage of change. In the adult cases with 
pathologic change, some showed healed quiescent 
bone, and others showed otosclerotic bone. The 
quiescent bone seems to occur when the process 
occurs deep in the capsule, the otosclerotic bone 
being formed at the tympanic orifice of the fissula. 

Joun R. Linpsay. M.D. 


Attic Suppuration. F. McGucxin. J. Lar. Otol., 
Lond., 1950, 64: 693. 

In discussing suppuration of the attic of the mid- 
dle ear, the author designates three spaces in which 
this condition, or its consequences, may be observed: 
(1) the small region anterior to the head and neck 
of the malleus; (2) the mid-region, of minor impor- 
tance if only Prussak’s space is involved, but other- 
wise if disease includes the superior lateral recess 
above; (3) the narrow but high posterior recess ex- 
ternal to the body of the incus. 

The cases are considered with regard to the type 
of lesion: (1) inactive, (2) active, and (3) dormant. 
Many of the first heal spontaneously and are recog- 
nizable only by scars. In the second type it may be 
obvious that the disease process is active but clin- 
ically there are no symptoms. The dormant types, 
also frequently symptomless functionally, frequently 
yield to minor local therapy if the disease process is 
shallow. 

The author admits he does not know the pathol- 
ogy clearly. He suspects that a “‘cholesteatoma is 
merely one tissue reaction of the epitympanic lining 
to some past sepsis.” 

Therapeutically, the author aims at a complete 
cure in genuinely acute lesions, the ‘‘conservation 
of something useful in those middle ears not yet too 
far gone,”’ and the alleviation of further discomforts 
and risks in those beyond this stage. 

Joun J. BALLENGER, M.D. 


Histology and Histogenesis of Cholesteatoma of the 
Middle Ear and Mastoid. JosrepH W. BEGLEY, 
Jr., JoHN R. McDONALD, and Henry L. WILLIAMs. 
Arch. Otolar., Chic., 1951, 53: 41. 


Although cholesteatomas of the middle ear and 
mastoid are of relatively common occurrence, and 
much about them has been observed and written dur- 
ing the past hundred years, their name is a mis- 
nomer, their nature is often misunderstood, and the 
theories of their origin are confusing and contra- 
dictory. 

Because of this existing confusion and dogma, 
and because it is felt that evidence exists which 
may hélp to clarify the pathogenesis of cholesteato- 
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mas (and stimulated by the as yet unchallenged 
contention that cholesteatomas are not epidermic in 
nature because prickle cells cannot be demonstrated 
in them), this study was initiated. 

The authors’ study led to the following conclu- 
sions: The normal mucous membrane of the middle 
ear and mastoid is a simple, nonciliated cuboidal 
epithelium. An aural cholesteatoma is composed of 
a lining of vascular and connective tissue which 
supports a layer of stratified squamous epithelium 
which in turn desquamates into the center of the 
mass. The theories of origin of aural cholesteatomas 
are the primary or neoplasm theory, the ingrowth or 
immigration theory, and the metaplasia theory. A 
comparison is made between squamous metaplasia 
and desquamation in the middle ear and in other 
regions of the body. Prickle cells are demonstrated 
in the lining of an aural cholesteatoma, thus estab- 
lishing this layer as truly epidermic in nature. 


PHARYNX 


Pharyngeal Diverticula. Observations on Their 
Evolution and Treatment. V.E. Necus. Brit. J. 
Surg., 1950, 38: 129. 

The author gives as his primary stimulus for this 
paper the assumption that a pharyngeal diverticu- 
lum in its early stages is the result, and not the cause. 
of dysphagia. He discusses, therefore, the mechan- 
ism of the second stage of swallowing, elucidating 
the reason for the appearance of a pouch, and giv- 
ing observations on the rationale of treatment. 

The various factors in the causation of herniation 
are discussed and the importance of the cricopha- 
ryngeal sphincter during swallowing is considered. 

Important factors are: (a) the low position of the 
larynx, and with it the descent of the mouth of the 
esophagus; (b) the obliquity of the inferior con- 
strictor muscle in relation to the circular arrange- 
ment of the cricopharyngeus; (c) the attachment of 
the anterior wall only of the esophagus to the larynx 
and its wide range of movement during swallowing; 
(d) the active contraction of the cricopharyngeal 
sphincter and the difficulties of co-ordination of its 
relation with contraction of the pharyngeal force 
pump; (e) the lack of longitudinal suspension of the 
posterior wall of the mouth of the esophagus; (f) the 
absence of support at an unprotected spot. 

Factors in the appearance of bulging in the tri- 
angular gap are: (a) chronic inflammation at the 
cricopharyngeal fold; (b) healed inflammatory le- 
sions of the cricopharyngeal fold causing contraction 
and stenosis at the mouth of the esophagus; (c) ex- 
cessive contraction of the sphincter without any 
obvious pathological cause; (d) lack of relaxation at 
the right moment in the second stage of swallowing; 
(e) sympathetic fibers from the superior cervical 
ganglion reach the cricopharyngeal sphincter. 

Various methods of treatment are listed and de- 
scribed, with their indications. Preoperative and 
postoperative care and operative technique are 
briefly discussed. Donatp C. Geist, M.D. 
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Achalasia of the Cricopharyngeal Sphincter; A 
Record of Cases, with Profile Pharyngograms. 
N. Asuerson. J. Lar. Otol., Lond., 1950, 64: 747. 

Achalasia of the cricopharyngeus implies, the 
author states, the failure of the cricopharyngeal 
sphincter to relax in order to receive the bolus of 
food passing backward in the mouth. The symp- 
tom produced is dysphagia. There is neither me- 
chanical obstruction nor a stenosis. 

“The normally tightly constricted lower half 
(post-cricoid) of the hypopharynx remains perma- 
nently relaxed and patulous, and together with the 
normally patent upper half of the hypopharynx pro- 
duces the radiological effect of marked elongation of 
the hypopharynx.” The swallowed material piles up 
above the sphincter and may take 5 or more min- 
utes to empty. 

The author lists the following lesions which may 
produce cricopharyngeal achalasia: (1) complete 
pharyngeal paralysis, due to anterior poliomyelitis 
in the young; (2) thyrotoxicosis myopathy involv- 
ing the pharyngeal musculature; (3) partial pharyn- 
geal paralysis, associated with a left or a right re- 
current laryngeal nerve paralysis in the middle-aged; 
and (4) after a partial pharyngectomy. 

The condition is also presumed to occur in bi- 
lateral recurrent laryngeal nerve paralysis, and in 
bulbar paralysis in the elderly. 

Ten illustrative cases are reported. 

Joun J. BALLENGER, M.D. 


NECK 


The Thyroid Nodule—Benign or Malignant? Ros- 
ERT J. CoFFEY, WiLL1AM Amoroso, and RICHARD 
Mazzara. Surg. Clin. N. America, 1950, 30: 1693. 


This article constitutes an analysis of 431 cases of 
thyroid disease observed during the period from 
1941 to 1950. The authors have made an effort to 
investigate critically the relationship of thyroid ade- 
noma to carcinoma of the thyroid gland. 

In this series there were 339 patients with clini- 
cally benign nodular goiter and 111 of these had 
solitary nodules whereas 217 had multiple nodules. 
Among those patients with solitary nodules, there 
were 24 cases (21.7%) of carcinoma—of the papillary 
type in the majority of cases. Carcinoma occurred 
in 15 patients (6.6%) with multiple nodules. There 
were, therefore, 39 patients (11.5%) with carcinoma 
in the entire group of 339 clinically benign nodular 
goiters. The error in the clinical diagnosis of thy- 
roid nodules is rather significant in this analysis. 
Nine children were found with solitary nodules of 
the thyroid; there were no children with multiple 
nodules. Five (55.5%) of these children revealed 
carcinoma, and all were papillary adenocarcinomas. 
It is the authors’ conviction that there are no di- 
agnostic features which will distinguish between 
the malignant and nonmalignant thyroid nodule 
clinically. 

Various aspects of treatment are discussed in this 
presentation. The authors believe that the cases of 
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solitary or multiple nodules confined to one lobe 
should be treated by total lobectomy on that side 
plus removal of the isthmus. They believe this to 
be adequate when carcinoma is found in this situa- 
tion. If solitary nodules are associated with cervical 
node enlargement, a conservative or radical neck 
dissection is added to this total lobectomy. In the 
multiple nodular thyroid without nodal involve- 
ment, the authors practice bilateral subtotal lobec- 
tomy. The association of enlarged cervical nodes 
on one side requires excision and study of frozen 
sections. Donatp C. Geist. M.D. 


Radiotherapy in Cancer of the Larynx. Observa- 
tions on the Choice of Treatment. V. E. NEcus. 
J. Lar., Otol., Lond., 1950, 64: 731. 


Radiotherapy, in cancer of the larynx, can be con- 
sidered under the headings of interstitial irradiation 
with radium needles, distant deep x-ray irradiation 
and, finally, teleradium with the radium beam. 

Interstitial irradiation has the advantages of 
shortness of treatment and slight local reaction. 
Deep x-ray therapy gives rise to considerable epi- 
thelial and mucosal reactions; however, treatment 
is relatively brief. Surgical operation for removal 
of part of the larynx entails relatively slight suffer- 
ing. Laryngectomy at the present time is not an 
upsetting or painful operation, and many patients 
learn how to talk again, either with an artificial 
larynx or by esophageal phonation. 

In patients with limited cases, the prognosis is 
about equal as between operation and radiotherapy. 
In advanced and widespread disease the advantage 
is on the side of radical operation. 

The author concludes that, generally speaking, it 
may be assumed that with superficial growths which 
have not invaded deeply, both operation of limited 
scope and various types of irradiation will give good 
results, but that when there is deep infiltration, as 
shown by fixation of the vocal fold or obvious in- 
vasion of cartilage, as in subglottic cases, then 
nothing but radical operation is to be considered. 

Ery Exxiott Lazarus, M.D. 


Certain Aspects of the Surgical Treatment of Can- 
cer of the Larynx (Su alcuni aspetti della cura 
chirurgica del cancro della laringe). V. Pricott. 
Tumori, Milano, 1950, 24: 157. 

Confusion exists, in the literature as well as in 
the surgical practice of otolaryngology, concerning 
the definition of the terms intrinsic and extrinsic as 
applied to malignant lesions of the larynx. Since 
the location of such tumors has a direct bearing 
upon the surgical approach and the prognosis, the 
point is worthy of clarification, with the hope of ar- 
riving at general acceptance. It is therefore pro- 
posed that lesions which have their origin in the 
laryngeal cavity, from the posterior aspect of the 
epiglottis to and including the area inferior to the 
glottis, be classified as intrinsic. If regional glands 
are not clinically involved, no attempt should be 
made to remove them. For these tumors, total 
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resection of the larynx is indicated. The extrinsic 
lesion, on the other hand, is that which has extended 
from the laryngeal cavity proper and involves the 
contiguous structures of the pharynx, the trachea, 
and the base of the tongue. In this situation, surgi- 
cal removal of the primary tumor is indicated with 
excision of clinically determinable involved glands. 
Epita B. FARNSwortTH, M.D. 


The Case for Branchiogenic Cancer (Malignant 
Branchioma). Hayres Martin, H. Mason Morrit, 
and Harry Euriicn. Ann. Surg., 1950, 132: 867. 


The authors present the case for and against the 
existence of so-called branchiogenic cancer or malig- 
nant branchioma. In a review of the literature, the 
authors found reports of 225 to 250 cases by 34 auth- 
ors, but only 3 cases are believed to be acceptable by 
the criteria they deem essential for the diagnosis of 
this lesion. Inasmuch as connective tissue tumors 
could arise from vestigial branchial remnants, the 
term “malignant branchioma”’ is believed to be bet- 
ter than branchiogenic carcinoma. 

The following criteria are required by the writers 
for the tentative diagnosis of branchiogenic cancer: 

1. The cervical tumor must have occurred some- 
where along a line extending from a point just ante- 
rior to the tragus of the ear, downward along the an- 
terior border of the sternocleidomastoid muscle. 

2. The histologic appearance must be consistent 
with an origin from tissue known to be present in 
branchial vestigia. 

3. The patient must have survived for 5 years or 
longer without the development of any other tumor 
which might be considered a primary tumor. 

4. The best criterion would be the histologic dem- 
onstration of a cancer developing in the wall of an 
epithelial-lined cyst situated in the lateral aspect of 
the neck. The authors have never been able to fulfill 
this last criterion. 

The embryology, developmental anatomy, and 
pathology are discussed. There is no typical patho- 
logic appearance. 

During the 8 year period from 1933 to 1940 inclu- 
Sive, Over 5,000 new cases of primary malignant tu- 
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mors above the level of the clavicle were observed on 
the head and neck service of Memorial Hospital. 
Only 15 cases (0.3 per cent) were encountered which 
might be tentatively classified as branchiogenic can- 
cer. 

Most of the patients were beyond 50 years of 
age and the greater number were males. The tumor 
occurred in the neck, usually at or about the level of 
the hyoid bone, and had a median size of about 5.5 
cm. There was no pain and there were no other sig- 
nificant clinical characteristics. Treatment con- 
sisted of surgery, irradiation, or a combination of 
both. 

There is much discussion concerning the diagnosis 
of this tumor. The authors believe the diagnosis is 
frequently made too loosely and too frequently. 
They stress the frequency with which cervical metas- 
tasis occurs as the primary symptom of oral or naso- 
pharyngeal cancer. The importance of prolonged 
and frequent examinations for primary lesions in 
these cavities is emphasized. The writers are dubi- 
ous as to whether there is any dependable evidence, 
either in the literature or in the material presented in 
this article, to prove the existence of such an entity 
as branchiogenic cancer. The effect of radiation in 
destroying a primary lesion, the spontaneous regres- 
sion of a primary lesion, and the occurrence of cancer 
in epithelial rests in lymph nodes are all discussed in 
regard to diagnosis. The importance of the absence 
of a single reported case of cancer in the wall of a 
branchial cyst is stressed. 

The clinical management of this lesion should be 
carefully and cautiously approached. Aspiration bi- 
opsy followed by irradiation therapy is the preferred 
plan. Radical neck dissection is reserved for the 
larger and more bulky lesions, or those which are 
radioresistant. Incisional biopsy and local excision 
of the lesion are not approved. 

The authors conclude, from their analysis of the 
information in the literature and their own clinical 
data, that “‘it therefore must be admitted that the 
problem is unproved either for or against the exist- 
ence of branchiogenic cancer.” 

Donatp C. Geist, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Fractures of the Sphenoidal Sinus with Cerebro- 
spinal Rhinorrhea. Wa.LpoLe LEwIN and HucH 
Cairns. Brit. M.J., 1951, 2: 1. 


Although cerebrospinal rhinorrhea following head 
injuries is fairly common, it is more usually due to 
a tear involving the frontal or ethmoid sinuses. 
Fractures involving the sphenoidal sinus resulting 
in rhinorrhea are relatively uncommon. The diffi- 
culties of operating in this region are well recognized, 
but if a diagnosis can be made before surgery a 
better approach can be planned and good results 
obtained. 

In the years from 1938 to 1946 the authors had 
84 patients with cerebrospinal rhinorrhea following 
closed head injuries. In 11, a dural tear in conjunc- 
tion with a fracture of the sphenoidal sinus was seen. 
However, in only 5 patients was the dural tear found 
only over the sphenoidal sinus. Two patients died 





Fig. 1 (Lewin, Cairns). Case 2. 
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of meningitis before the days of penicillin therapy 
and without benefit of surgery. Three patients were 
operated upon and all have remained well. 

Several clinical factors are stressed which may 
help in the preoperative diagnosis of the localization 
of the dural tear. The most important of these is 
an extremely profuse rhinorrhea, which was found 
in all patients. Although it is realized that occa- 
sionally other factors may also produce profuse 
rhinorrhea, they are not as common. It is also 
believed that aeroceles are more likely to develop, 
since there is more ready access to the basal cistern. 
Although other clinical factors such as involvement 
of the optic chiasm or carotid artery with sparing 
of the olfactory nerves, and damage to the hypo- 
thalamus and pituitary gland are more likely to 
develop, they cannot be considered of definite local- 
izing value. 

The difficulties of obtaining sufficient exposure 
make it necessary to turn a bifrontal bone flap. 
The anterior part of the sagittal sinus and the falx 
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Operation sketch. Bifrontal flap, division of falx 


and sagittal sinus, retraction of both frontal lobes. a, Hole in anterior wall of sella 
visible after removal of arachnoid of cisterna chiasmatica. 6, Hole plugged with fibrin 


foam. ¢, Patch of fascia lata applied. 
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must be incised and both olfactory tracts must 
usually be divided. By this means it is usually. pos- 
sible to elevate both frontal poles and obtain excel- 
lent visualization. The chiasmatic cistern must be 
widely opened, after which the small tear may be 
visible on careful inspection. The hole is then 
plugged with fibrin foam and covered with a stamp 
of fascia lata. This is well illustrated in Figure 1. 
Jack I. Wootr, M.D. 


Cerebrospinal Fluid Fistulas and Pneumatoceles 
in Skull Injuries and Diseases (Ueber Liquor- 
fisteln und Pneumatocele bei Verletzungen und 
Erkrankungen des Schaedels). E. Otro. Chirurg, 
1950, 21: 565. 

The author discusses the mechanism of produc- 
tion, the treatment, and the complications of cere- 
brospinal fluid fistulas and pneumatoceles. Fistu- 
las of the convexity may arise primarily in com- 
pound wounds of the dura and the brain resulting 
from an injury, or secondarily in infected traumatic 
wounds, draining cerebral abscesses, or neurosurgi- 
cal procedures. They were more commonly ob- 
served during the war in neglected gunshot wounds 
of the skull in which infected cerebral tissue herni- 
ated through the skull opening. With the escape 
of ventricular fluid the herniation usually recedes, 
but retrograde infection takes place and severe men- 
ingitic symptoms develop. 

These patients were treated conservatively with 
dehydration, daily spinal punctures, systemic peni- 
cillin therapy, and appropriate dressings of the 
wound. The author obtained good results through 
plastic closure of the sinus by rotation of scalp flaps. 
The action of infection following operation was sim- 
ilar to that of gunshot wounds and the infection was 
characterized by a centrally progressing encephali- 
tis which produced a ventriculitis and meningitis. 

Cerebrospinal fluid rhinorrhea was observed pri- 
marily in acute skull fractures with injury of the 
ethmoid, frontal or sphenoid sinuses, and secondar- 
ily following similar injuries, but arising during the 
period of cerebral repair—resulting, probably, from 
adherence of the meninges to the base of the skull 
at the site of fracture into the sinuses, and from in- 
flammatory and neoplastic diseases of the sinuses. 
If the fistula does not close spontaneously within a 
few days following its appearance, surgical closure 
of the dural defect is indicated. 

Cerebrospinal fluid otorrhea may arise after frac- 
tures of the skull with injury to the petrous bone, 
and after inflammatory middle ear diseases and ear 
operations. Operative treatment of fistulas from 
the ear is more difficult and is indicated when menin- 
gitic symptoms appear, or when early spontaneous 
closure does not occur. 

Intracerebral pneumatoceles may accompany a 
cerebrospinal fluid fistula especially if the paranasal 
sinuses are involved. They produce very severe 
symptoms and are usually accompanied by increased 
intracranial pressure, which rarely occurs in cases of 
spontaneous filling of the ventricles with air. They 
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may often be avoided if the penetrating wounds of 
the skull are thoroughly treated soon after injury. 
Because of the danger of meningitis, immediate op- 
erative treatment is always indicated. The prog- 
nosis of pneumatoceles is good if they are operated 
upon. GEORGE PERRET, M.D. 


Tracheotomy in the Management of Severe Head 
Injuries. DEAN H. EcHots, RAEBURN LLEWELLYN, 
Homer D. Kircis, FREDERICK C. REHFELDT, and 
FRANCISCO GARCfA-BENGOCHEA. Surgery, 1950, 28: 
8or. 


Although the seriousness of respiratory distress or 
obstruction is well recognized in the management of 
the unconscious patient, the use of tracheotomy for 
severe head injuries has apparently not been recog- 
nized, for the authors were unable to find any reports 
in the literature regarding its specific use. This re- 
port was based on a selected group of 15 patients 
with severe head injuries who had serious respiratory 
complications. 

It is believed that the respiratory problems are 
fairly stereotyped during the first few hours following 
injury. Breathing is usually through the mouth and 
there is usually an excessive amount of tracheobron- 
chial secretion and saliva. The respiratory rate is 
usually increased; inspiration is accompanied by 
stertorous bubbling noises. Although the patient 
may occasionally make slight swallowing move- 
ments, it is usually ineffectual. An actual depression 
of the respiratory center is usually associated with 
slow shallow respiratory excursions and the move- 
ments are not forceful. 

Of the rs patients in the present series, 9 survived; 
the average age of those who survived was 23 years. 
The tracheotomy was usually performed about 6.4 
hours (average) after the injury, and was closed only 
after the patient was able to be fed by mouth and 
“could maintain his tracheobronchial toilet 24 hours 
a day.” The average age of the 6 patients who died 
was 54 years. The most interesting finding in this 
group, however, was that at autopsy there was usu- 
ally no evidence of respiratory complications. Any- 
one who has seen a number of patients with serious 
cerebral injuries come to autopsy is well aware of the 
presence of a very great amount of atelectasis and 
pulmonary secretions. 

The authors believe that a tracheotomy “should 
be performed promptly and unhesitantly in any pa- 
tient unconscious from a head injury if it seems 
likely that the coma will persist more than 24 hours, 
and if nonsurgical methods of maintaining an ade- 
quate airway appear to be inefficient.” 

Jack Woorr, M.D. 


Solitary Brain Metastases. C. H. LENSHOEK. Arch. 


chir. Neerl., 1950, 2: 99. 


There are several problems concerning metastatic 
lesions of the brain, about which there is little un- 
animity of opinion. The mode of spread of carcino- 
ma to the brain has been variously described; the 
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diagnosis of metastatic lesions of the brain may be 
difficult, and the treatment, if any, is the subject of 
some difference of opinion. 

This author reviews the opinions of other authors 
without always establishing his personal opinions. 
This is a serious disadvantage for there is no biblio- 
graphy. The reviewer, however, is personally cog- 
nizant of most of the sources quoted. The article 
concerns 20 cases of solitary metastases to the brain, 
in 9 of which no other evidence of implantation (ex- 
cept to the regional lymph nodes) was present. In 
some of these, radical excision of the primary lesion 
with its lymph nodes, as well as the solitary lesion in 
the brain, is theoretically possible. The possibility 
of latent metastasis might obviate a cure in such a 
case. 

Nineteen patients were operated upon. In 10 of 
these an extirpation was performed, in 8 a decom- 
pressive craniotomy was done, and in 1 patient a 
metastatic tumor of the calvarium was removed. In 
II cases, operation was followed by more or less 
obvious improvement although this was often tem- 
porary. There was no follow-up study. 

A total of 81 cases of metastases to the brain is 
presented in a table. A review of this material pro- 
duced some points of interest in clinical diagnosis. 
In most cases the cerebral signs come on rapidly and 
are diffuse. This stage is often preceded by some 
months of lassitude and poor appetite. Mental dis- 
turbances appear early. Headache, nausea, and 
vomiting are early symptoms but choked discs are 
rare. In some cases the protein content of the spinal 
fluid is high with a paralytic type of gold curve. In 
cases of solitary metastasis to the brain in which the 
primary focus has not been found and the lung fields 
are clear, diagnosis from primary tumor of the brain 
may be impossible. Apparently other tests to dif- 
ferentiate single from multiple lesions of the brain 
were not employed. 

The conclusion is reached that there should be 
operative interference in brain metastases under the 
following conditions: (1) no general carcinomatosis 
is demonstrable, (2) the neurologic picture of a pri- 
mary brain tumor exists, (3) the possibility of a 
benign process is not excluded, and (4) symptoms of 
increased intracranial pressure make life unbearable 
for the patient. ADRIEN VER BRUGGHEN, M.D. 


SYMPATHETIC NERVES 


Neurosurgical Relief of Intractable Pain. Henry G. 
ScHwartz. Surg. Clin. N. America., 1950, 30: 1379. 


The author presents a concise, brief review of all 
available neurosurgical procedures that may be used 
in the relief of intractable pain. The various pro- 
cedures are discussed, but the operative technique, 
complications, etc. are not given. The major neu- 
ralgias (trigeminal neuralgia, geniculate neuralgia, 
glossopharyngeal and vagus neuralgias) pain aris- 
ing in the occipital or upper cervical dorsal roots, 
visceral pain, cardiac pain, and the pain of chronic 
pancreatitis are also discussed. Causalgia and, 
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finally, pain due to cancer are carefully and orderly 
presented. 

It is recommended that neurosurgical procedures 
for the relief of pain be considered in the early stages 
of pain, before the patient becomes physically debil- 
itated, emotionally distraught, and shackled by 
drugs. Jack Wootr, M.D. 


Evaluation of Sympathectomy in Arteriosclerotic 
Peripheral Vascular Disease. Micnart E. De- 
BAKEy, Oscar CREECH, and JEROME P. WooDHALL. 
J.Am. M. Ass., 1950, 144: 1227. 


Arteriosclerosis of the peripheral vessels has always 
been accepted rather fatalistically by the medical 
profession at large. Conservative management has 
been far from satisfactory, but, until recently, sym- 
pathectomy was not regarded as a proper form of 
treatment. This view was based on two proper ob- 
servations, (1) that sympathectomy was indicated 
only in conditions in which vasospasm could be 
demonstrated, and (2) that chemical interruption 
of the appropriate sympathetic nerves did not show 
unequivocal temporary improvement. Experience 
with sympathectomy in arteriosclerosis of the ex- 
tremities has shown that sympathetic block may not 
present a true picture of the possibility of beneficial 
results. The long continued vasodilatation or the 
absence of vasospasm produced by operation has led 
to sustained improvement in the circulation. This 
has produced long term functional improvement 
especially with respect to gangrene and the neces- 
sity for amputation. In cases in which amputation 
could not be averted, it was often possible to select 
a more advantageous site. 

This evaluation of sympathectomy in arterioscler- 
otic peripheral vascular disease is based on 146 
consecutive patients, 55 of whom required bilateral 
operations. The follow-up period was at least 6 
months and in 75 per cent it was more than a year. 
Most of the patients were in the sixth, seventh, and 
eighth decades. The ratio of males to females 
among the nondiabetic patients was 5 to 1, whereas 
among the patients with diabetes it was 2 to 1. 
There were no significant racial factors. The dura- 
tion of the symptoms was much shorter in the 
diabetic than in the nondiabetic patients. 

The results were classified by dividing the patients 
into three main categories, those without gangrene, 
those with impending gangrene, and those with 
frank gangrene. The first group showed arterial 
deficiency in the form of intermittent claudication or 
ischemic neuritis, but without evidence of alteration 
in the skin. The second group, with impending gan- 
grene, had definite discoloration, atrophy, and glossy 
edema in addition to the symptoms and signs noted 
in the first group. Frank gangrene was evident in 
the third group. An effort was made in this group 
to distinguish between a primarily infectious and a 
gangrenous process. The results were further di- 
vided into improvements, failures, and amputa- 
tions. Only major amputation above the ankle was 
considered. Certain special studies were sometimes 
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used to evaluate the treatment, and in the majority 
of the cases this was done on the basis of inproved 
functional ability of the part. In the event that 
there was functional improvement for a period of 
time up to a year, the patient then returned for 
amputation; these cases were classified as ampu- 
tations. 

The best results were obtained in patients with 
the least severe disease, i.e., without evidence of 
involvement of the skin, and these 85 per cent 
showed definite improvement. Of those with im- 
pending gangrene, 75 per cent showed improvement. 
Of cases in which frank gangrene was evident, only 
35 per cent showed improvement. The patients 
with diabetes appeared to do somewhat better than 
the others. There were no deaths in the series either 
from sympathectomy or following subsequent am- 
putation. 

Tables are appended in the original article, show- 
ing age distribution, the incidence of sympathec- 
tomy by sex, and the average duration of symptoms. 
The results in the diabetic and nondiabetic groups 
are compared. 

Sympathectomy is considered the method of choice 
in the treatment of arteriosclerotic peripheral vas- 
cular disease. The contraindications are severe 
cardiac, cerebral, renal, or pulmonary involvement, 
and a far advanced rapidly progressive process. 

ADRIEN VER BRUGGHEN, M.D. 


The Surgery of the Sympathetic Nervous System. 
Sir James Learmontu. Lancet, Lond., 1950, 259: 
595- 

In a review of recent developments in the study of 
the anatomy and physiology of the sympathetic 
nervous system, the author states that the most com- 
mon reason for incomplete results after sympathec- 
tomies is inadequate removal of the nerves con- 
cerned, and regeneration of sympathetic fibers. Sen- 
sitization of adrenalin does not occur in man, and “in 
the denervation of the upper extremity there is now 
no physiological obligation to make a sympathec- 
tomy operation preganglionic.” 

Division of the afferent sympathetic pathways is 
utilized in the treatment of visceral pain such as 
angina pectoris and dysmenorrhea. Operative re- 
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moval of the upper four thoracic sympathetic gan- 
glia in cases of angina pectoris is preferred to para- 
vertebral alcohol injections. Renal pain may be 
relieved by denervation of the renal pedicle. In the 
treatment of carotid sinus syndrome, periarterial 
sympathectomy is the treatment of choice. The suc- 
cessful treatment of causalgic pain is mentioned. 
Sympathectomy may also modify visceral function 
and has an occasional place in the treatment of con- 
genital dilatation of the ureters, bladder, and large 
intestine. 

Division of the efferent sympathetic fibers may be 
of great help in the therapy of hyperhydrosis, and 
especially in ischemia due to vasospasm or interrup- 
tion of a main or branch artery. However, the au- 
thor thinks it wise to treat conservatively most 
ischemic emergencies until natural improvement 
seems to be at an end, and recommends sympathetic 
denervation of the extremity after a suitable interval 
as a kind of “old-age insurance.” He believes that it 
is usually possible to get blood to a threatened part 
when adequate collaterals are present, but to get suf- 
ficient blood into a threatened part is often more 
difficult. Irreversible conditions present in diabetic 
arteriosclerosis, thromboangiitis obliterans or arteri- 
osclerosis, cannot be remedied by sympathectomy 
and amputation is inevitable. 

Operation is best avoided in the cases which de- 
velop vascular disturbances following the use of 
vibrating tools, after digital sepsis, in older patients 
who may develop postoperative pain, and patients 
who have even the smallest of septic lesions. In the 
absence of any real knowledge of the pathogenesis 
of essential hypertension, all forms of treatment are 
entirely empirical. The author knows of no specific 
indications for sympathectomy in the treatment of 
hypertension; however, he refuses the patients who 
are symptomless, those who have severe cardiac dis- 
ease, cerebral palsies, and are above the age of 50. 
All that is reasonably certain after operation is re- 
lief of symptoms. Therefore a subdiaphragmatic 
sympathectomy is usually sufficient; this procedure 
includes ‘“‘a clean dissection of the nerves on each 
pillar of the diaphragm, and of the lumbar sympa- 
thetic trunk, and its branches down to the third 
lumbar vertebra.” GrEorGE Perret, M.D. 

















CHEST WALL AND BREAST 


Fibroadenosis. H. J. B. Atkins. Brit. J. Surg., 1950, 
38: 147. 

The author defines fibroadenosis as a “painful or 
nodular condition of the breast, not due to new 
growth, bacterial inflammation, or fat necrosis.” He 
states that fibroadenosis is a disease without a 
“beginning point.” The condition is classified under 
three headings: epithelial, cystic, and mesenchymal. 

Epithelial changes are proliferative and appear as 
adenosis and epitheliosis. In adenosis, there is a 
multiplication of epithelial systems so that there are 
more in any one microscopic field than is considered 
normal. In epitheliosis, the cells lining the ducts 
and alveoli multiply so that there are more than 
one or two rows present. Six different types of this 
proliferation are described. 

Cysts are difficult to identify as such, unless serial 
sections are made to determine whether or not the 
area is a cyst or a dilated duct. In most cases, flat- 
tened epithelium indicates that the system is a 
closed one, whereas abundant and cuboidal epithe- 
lium suggests that the area is still in continuity with 
the duct system. The nature of contents of the cyst 
varies as to consistency and color. The nature of the 
contents helps to reveal the cellular activity of the 
tissue from which it derives. Generally speaking, 
the clearer and more colorless fluid arises from the 
more inert cells. Tissue changes vary in their mani- 
festation, depending upon whether the periphery 
of the breast is affected or whether the changes are 
taking place near the nipple. Colored discharges 
may be due to hemoglobin, or melanin pigments. 

The mesenchymal group is divided into fibrous 
tissue, fat, and small round-celled infiltration. Early 
in fibroadenosis, fibroblasts are in abundance. The 
fibrous tissue reaction is thought to be responsible 
for much, if not all, of the pain in this condition. 
Fat is always seen in sections of fibroadenosis and is 
one way of differentiating this condition from fibro- 
adenoma. The small round-celled infiltration is 
seen in the periductal fibrous tissue and is particu- 
larly marked before the menstrual period. 

The author points out that these histologic 
changes are also found in breasts of women who have 
no complaints referable to them. He states that 
fibroadenosis is without a “beginning point’ histo- 
logically as well as clinically. 

Pain, the presence of a tender lump or lumpiness, 
or the discovery of an area of thickening are the 
reasons for patients’ consulting their doctors. The 
complaint of pain is aggravated by the fear of 
cancer. The lumpiness may be diffused throughout 
both breasts or localized in a portion of one. The 
condition lasts for many years, being quiescent at 
times. There is much improvement at the meno- 
pause. 
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The disease is rare in patients who have had sev- 
eral pregnancies. Pregnancy has a beneficial effect 
upon the disease if it already exists. 

The author discusses the etiology and the pre- 
cancerous nature of the condition. He does not feel 
that any specific action need be taken in these pa- 
tients to prevent the onset of cancer, and believes 
that the primary treatment is that of an accurate 
diagnosis followed by reassurance and periodical 
examinations. Rosert E. FLorer, M.D. 


The Diagnosis and Treatment of Premalignant Le- 
sions of the Breast. Murray M. CopEeLanp and 
Cwartes F. GESCHICKTER. Surg. Clin. N. America, 
1950, 30: 1717. 

The following benign breast lesions are regarded 
as having malignant potentials. 

1. Virginal hypertrophy and excessive mammary 
development. Persistent enlargement of one or both 
breasts can occur during adolescence or pregnancy. 
Growth may be continuous for a period up to 2 
years. In 24 cases of virginal hypertrophy of the 
breast, 2 patients subsequently developed mam- 
mary carcinoma. In another series, the incidence of 
carcinoma subsequent to the benign condition varied 
between 1 and 2 per cent. In the male, gyneco- 
mastia predisposes to carcinoma. In a series of 47 
male patients with carcinoma of the breast, a pre- 
existing history of gynecomastia was obtained in 9 
cases. Virginal hypertrophy of the breast may be 
treated by plastic procedures or simple amputation 
of the large painful breast. 

2. Residual lactation mastitis. A history of lac- 
tation mastitis, with or without abscess formation, 
was obtained in 6 per cent of a large series of infil- 
trating mammary carcinomas. In 3 per cent the can- 
cer was related to the scar or residual lump of lac- 
tation mastitis. The time interval between the mas- 
titis and the carcinoma averaged 21 years. 

3. Aberrant mammary tissue. The most common 
tumors found in aberrant mammary tissue are car- 
cinoma and fibroadenoma, the former being more 
frequent. The aberrant tissue is usually located in 
the axillary, clavicular, or sternal areas in close 
proximity to the breast. All aberrant breast nodules 
should be considered malignant until proved other- 
wise. 

4. Fibroadenoma in pregnancy and at the meno- 
pause. Fibroadenoma may undergo rapid growth 
and a variety of microscopical changes in response 
to hormonal and gestational changes. Under the 
influence of pregnancy, fibroadenoma may under- 
go carcinomatous change. In the menopause, giant 
mammary myxoma or sarcoma may develop from 
the fibroadenoma. If sarcomatous change occurs, 
amputation of the breast including the pectoral 
fascia but without axillary dissection is indicated. 
Squamous cell metaplasia in fibroadenoma is rare 
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but when it does occur squamous cell carcinoma 
should be considered a possibility. 

5. Intracystic papilloma. Benign intracystic pa- 
pillomas include the following categories: papillary 
invagination of the larger ducts, intracystic papil- 
loma, and papillary hyperplasia. These tumors us- 
ually occur in the central zone of the breast and are 
associated with bleeding from the nipple. In 17 per 
cent of the cases the lesions were multiple and in 5 
per cent bilateral. With simple excision the recur- 
rences averaged 20 per cent, of which approximate- 
ly 8 per cent revealed malignant change. 

6. Mammary dysplasia. The cystic form of 
mammary dysplasia represents a benign breast con- 
dition more common in unmarried and childless 
women. It is a disease of increasing incidence in 
American women. 

7. Mastodynia. Mammary nodosity with pain 
is common in women between the ages of 20 and 
40, particularly married women. It is character- 
ized by discomfort and pain which grows worse in 
the premenstruum and is localized to a portion of 
one or both breasts. It is caused by defective lo- 
bule formation due to improper balance of estrogen 
and lutein hormone release. Improvement is best 
obtained by the use of progesterone. 

8. Cystic disease. Cystic disease is common in 
women near the menopause, more commonly in child- 
less women. It is believed to be due to unopposed 
estrogenic stimulation. Cysts may be found bi- 
laterally in 25 per cent of the cases at the first ex- 
amination. The cysts can be transilluminated and 
can be aspirated easily. The treatment of choice 
is excision of the offending cyst. Intracystic papil- 
loma and cancer do not result from this. type of 
cystic disease. 

9. Adenosis of the breast. This is the least com- 
mon but the most serious of mammary dysplasias. 
It is observed in women between the ages of 35 and 
44 and is characterized by multiple nodules which 
are usually distributed about the upper and outer 
hemispheres of one or both breasts. Pain is an im- 
portant symptom in one-third of the cases. The 
breasts of such patients show evidence also of in- 
creased periductal and perilobular fibrous tissue, 
small cysts and adenomas, papillomas, and dilated 
ducts. The disease is believed to be caused by hy- 
perestrinism and psychic instability. These cases 
should be investigated surgically especially by bi- 
opsy of all doubtful nodules. Symptomatic relief 
can be obtained with progesterone administered 
hypodermically in 10 mgm. doses given twice week- 
ly for a total of not more than 120 mgm. for a two 
or three menstrual cycle period. 

1o. Other benign lesions of the breast. Kera- 
tosis, fissures, ulcerations, and red granular changes 
in the nipple should be treated by wide excision of 
the nipple and skin with underlying ducts and fatty 
tissue. Sanguineous discharge from the nipple may 
be due to an already existing breast carcinoma or a 
benign intracystic papilloma. In 4 per cent of all 
breast carcinomas a sanguineous discharge can be 
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found as a very early sign, while in 50 per cent of 
all intracystic papillomas the same sign can be 
obtained. In 4 per cent of all cases of adenosis of 
the breast a bloody discharge from the nipple is ob- 
served. A sanguineous discharge from the nipple 
should always be regarded as indicative of the ex- 
istence of a benign or premalignant lesion of the 
breast. B. G. P. Sarirorr, M.D. 


Inflammatory Carcinoma of the Breast; A Report 
of 20 Cases and a Review of the Literature. S. 
Mitton Curis. Brit. J. Surg., 1950, 38: 163. 


The author presents a report, from Hammersmith 
Hospital, in London, on 20 cases of inflammatory 
carcinoma of the breast observed from June, 1946 
to May, 1949. Two hundred and twenty cases from 
the literature are reviewed. The author describes 
two types of lesions: the primary type in which 
inflammation appears simultaneously with the car- 
cinoma, and the secondary type in which inflamma- 
tion appears in a breast which is already the seat of 
a long-standing carcinoma. 

The average age of patients in this series was 59.2 
years. It is believed that when cancer arises during 
pregnancy or lactation, there is an increased chance 
of its being of the inflammatory type. A painful 
diffuse enlargement of the breast was the commonest 
initial symptom and a rapidly growing localized 
mass was the second commonest. Pain was de- 
scribed as shooting, stabbing, or burning. The red 
color could be obliterated temporarily by pressure. 
The redness was seen to be widespread in most cases 
and varied in tint. Retraction and distortion of the 
nipple occurred in 11 of the 20 cases. There was a 
marked tendency for spread to the opposite breast. 
Of 15 patients who have died, 10 showed this spread, 
and of 5 patients alive, 3 have bilateral involvement. 
The mass was hot, firm, and massive. It was fixed 
to the skin. 

The most frequent misdiagnosis was ‘“‘acute mas- 
titis” or “breast abscess.”” From a pathologic study, 
it was seen that inflammatory carcinoma may occur 
in a breast irrespective of the histologic variety of 
the primary growth. The predominant mode of 
spread in the skin is by subepidermal lymphatic 
channels, and there is a rapid underlying permeation 
of the breast substance itself as well as of adjacent 
tissues. There is a diffuse infiltration of the subepi- 
dermal connective tissues by isolated cancer cells. 
There are collections of lymphocytes and plasma 
cells. The small subcutaneous blood vessels are 
dilated. 

Ten of the 20 patients were treated by combined 
surgery and radiotherapy. Hormone therapy was 
used in 7 cases. The spread is so rapid and so 
insidious that by the time the patient has reached 
the surgeon, the disease has usually spread beyond 
the limits of a radical mastectomy. The duration 
of the disease, from onset to date of death, in 13 
fatal cases varied from 6 to 24 months. Roentgen 
therapy caused the neoplasm to disappear or shrink 
but the disease reappeared later. Treatment by 
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radical mastectomy is justified in the rare event of 
a patient being seen very early, but for the majority 
of patients, treatment with radiotherapy is indicated 
and offers up to 2 years of life. 

Rosert E. Fiorer, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Resection in the Treatment of Pulmonary Tuber- 
culosis. J. CraupE Day, W. M. Turrte, E. J. 
O’BRIEN, Foster HAMPTON, JR., and TruxtTon L. 
Jackson. J. Thorac. Surg., 1950, 20: 854. 


This is a report of 202 resections in the treatment 
of 202 patients with pulmonary tuberculosis in the 
period from 1945 to 1949. Ninety-eight were lobec- 
tomies and 104 were pneumonectomies. Nine seg- 
mental resections were done. The youngest patient 
was 6 years of age and the oldest, 73 years. Contra- 
lateral disease was present in 87 (43%). Strep- 
tomycin was used preoperatively and postopera- 
tively after it became available. Indications for re- 
section were: failure of thoracoplasty, high-grade 
bronchostenosis, bronchiectasis, tuberculoma, lower 
lobe disease, and the upper lobe lesion which was 
not considered suitable for thoracoplasty. 

The Overholt face-down position was used almost 
exclusively. Pentothal sodium and curare were used 
for the induction of anesthesia and then procaine 
was given intravenously and nitrous oxide and oxy- 
gen were given endotracheally. The hilar structures 
were dissected individually, the vascular elements 
were ligated with silk, and the bronchial stump was 
closed with end sutures of fine silk. The stump was 
covered with parietal pleura. Thoractomy tubes 
were placed in the pleural cavity and attached to 
water-seal drainage bottles in all cases of lobectomy. 

The development of bronchopleural fistula and 
empyema was the most important and disastrous 
complication. It occurred in 27 cases (13%). Other 
complications were: pleural hematoma, pericardial 
effusion, and constrictive pericarditis. Broncho- 
pleural fistula was more common after right pneu- 
monectomy, and this is attributed to the fact that 
the left bronchial stump was retracted to a more 
protected position beneath the aortic arch. Trans- 
bronchial spread of disease or exacerbation of disease 
occurred in 14 patients (14%) in the lobectomy 
group and in 11 (10.5%) in the pneumonectomy 
group. Spread or exacerbation resulted in 12 deaths. 
Eleven of the patients had bronchopleural fistulas. 
In the 13 living, the condition is improving in 8 and 
becoming worse in 5. 

Of the 202 patients in whom resection was done, 
120 (59.4%) are at home, 57 (28.2%) are still in the 
hospital, and 25 (12.4%) are dead. There were 14 
operative deaths (6.7%) and 11 later deaths (5.5%). 

The following types of lesions are those in which 
the author considers resection preferable to thoraco- 
plasty: tension cavities, nodular infiltrates with fi- 
brosis and indistinct areas of rarefaction, lesions 
which would require extensive thoracoplasty be- 
cause of their position within the lobe, some giant 
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cavities, progressive caseous pneumonic disease in 
children, and tuberculoma or tuberculomalike les- 
ions. The lower lobe lesion which has not responded 
well to collapse measures is a logical indication for 
resection. 

One-hundred-fifty (85%) of the surviving patients 
have negative sputum or gastric washings on culture. 

Rosert E. FiLorer, M.D. 


Lobectomy and Pneumonectomy in the Treatment 
of Pulmonary Tuberculosis; A 10 Year Survey. 
AARON HIMMELSTEIN, FRANK B. BERRY, and C. 
Tuomas Reap. J. Thorac. Surg., 1950, 20: 866. 


The present report concerns 73 patients with pul- 
monary tuberculosis who were admitted to the 
Bellevue Hospital Chest Service in the period from 
1939 to October, 1948, and on whom resection was 
performed. Lobectomy was done in 34 cases and 
pneumonectomy in 39. There were 6 deaths (14%) 
among those who were subjected to lobectomy and 
all but one were due to uncontrolled tuberculosis; 
one was due to an error in technique. Nineteen of 
the patients who submitted to pneumonectomy are 
clinically well; 3 patients who are now alive have 
active disease. Nine deaths followed pneumonec- 
tomy. Tuberculosis was not the cause of death in 4 
of the most recent fatalities. 

The author believes that lobectomy is indicated in 
the treatment of lower lobe cavities, stenosing endo- 
bronchial disease, and thoracoplasty failure. It is his 
belief that there is little controversy regarding the 
indications for pneumonectomy, except in those pa- 
tients with extensive unilateral caseating disease. 
Thoracoplasty is advised, to avoid overdistention of 
the remaining lung. This should be done before, or 
concomitant with, lobectomy. After pneumonec- 
tomy, thoracoplasty has been done routinely, leav- 
ing the first rib in place with limited resection of the 
posterior segments. 

Several patients included in this report were op- 
erated upon with the diagnosis of pulmonary sup- 
puration, and the author concludes that there are 
many patients in whom thoracoplasty and resection 
will offer the patient control of the disease. 

RoBErtT E. FLorer, M.D. 


Pulmonary Resection in Tuberculosis: Its Hazards, 
Indications, and Results. JoHNn C. JoNngEs, and 
JoserH L. Rosinson. J. Thorac. Surg., 1950, 20: 
882. 


This is a report of 123 operations on 122 patients 
in a 6 year period. The causes of complications and 
death are placed in three categories: (1) progression 
of pulmonary disease, (2) opening of the bronchial 
stump, and (3) empyema. The author has divided 
the patients into 2 groups, those who did not receive 
streptomycin or who were resistant, and those who 
received effective streptomycin therapy. 

Spread of the disease occurred in 20 per cent (7) 
of the patients not receiving streptomycin and in 4.5 
per cent of those who received streptomycin. Open- 
ing of the bronchial stump occurred in 14.1 per cent 
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with no streptomycin and in 8.6 per cent of those 
with streptomycin. Empyema occurred in 11,4 per 
cent with no streptomycin and in 2.8 per cent with 
streptomycin. Two deaths are listed as operative. 
One of these was the result of anoxia in which the 
intratracheal tube protruded into the bronchus of the 
diseased lung. The other was due to uncontrollable 
bronchospasm following surgery in a known asth- 
matic. Two deaths have not been explained; one 
occurred on the third postoperative day and the 
other on the fifth. 

It is the authors’ opinion that the greatest aid in 
the elimination of postoperative morbidity came 
with the advent of streptomycin. Indications for 
resection in this series were: (1) collapse failure, (2) 
destroyed lung, (3) chronic bronchial disease, (4) 
diagnostic problems, and (5) elective resection. In 
the elective group were such indications as suspec- 
ted, but not proved, bronchial disease; cavities 
poorly situated for response to thoracoplasty; cavi- 
ties which had reopened after discontinuation of 
successful pneumothorax; tuberculomas; and ex- 
tensive fibrosis and scarring of the pulmonary tissue 
due to tuberculous disease. 

Thirty-four of the patients were treated at one 
sanatorium and followed up carefully. Two died in 
the hospital postoperatively. Of the 32 who returned 
to the sanatorium, 20 (62.5%) had immediate and 
persistently negative sputum. In an additional 7 
the sputum became negative, making a total of 27, 
or 84.4 per cent with negative sputum. Of 15 who 
were operated upon more than 2 years ago, 14 were 
working and in good health. A study of earlier cases 
in which a postresection thoracoplasty was not done 
does not convince the authors as to the need for this 
procedure except in selected cases. 

The authors point out that the hazards of pul- 
monary resection for tuberculosis are chiefly the 
hazards inherent in the disease itself rather than in 
the operative procedure. 

Rosert E. Fiorer, M.D. 


Pulmonary Resection for Tuberculosis with Strep- 
tomycin. C. WALKER Munz and ArtHur ADEL- 
MAN. J. Thorac. Surg., 1950, 20: 892. 


This is a report of 53 pulmonary resections for 
tuberculosis at the Cleveland City Hospital per- 
formed with the use of streptomycin. 

Twenty-six resections were done for destroyed 
lungs; all were pneumonectomies except 1 lobec- 
tomy. In the ro nonacute cases, there were no com- 
plications and all of the patients are living and well 
from 2 to 8 months after operation. The group of 16 
acute cases included 3 of the 4 deaths. All 16 pa- 
tients required pneumonectomy. Except for the 3 
deaths and 2 wound infections there were few com- 
plications. One gram of streptomycin per day for 
an average of 46 days was used. One of the 13 sur- 
viving patients was killed as a result of stabbing. 
Twelve are living and well from 2.5 years to 6 
months postoperatively. The 3 deaths are reported 
in detail. 
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Fourteen patients had bronchial stenosis, 8 of the 
main stem bronchus and 6 of the upper lobe bron- 
chus. The bronchus was difficult to dissect at opera- 
tion due to peribronchial inflammatory reaction 
which was more marked than in any other group. 
All of the patients are living and well with negative 
sputum. 

Ten patients were operated upon for collapse fail- 
ure. Only 5 were reported to have bronchial stenosis 
by pathological examination of the specimen. Five 
presented failures of thoracoplasty; 3 had been 
treated with pneumothorax, pneumoperitoneum, 
and crushing of the phrenic nerve. The shortest 
period of collapse therapy was 6 months, and the 
longest, 36 months. There were 3 tuberculous 
wound infections and 1 death. 

Two resections were done for tuberculoma. Both 
patients had positive sputum. Each was treated by 
lobectomy with uneventful recovery and negative 
sputum was obtained at 8 and 11 months, respec- 
tively, after resection. 

The author notes that in patients who developed 
bronchopleural fistulas, the opening of the bronchus 
may be small at first and accompanied by mild 
shock, upper abdominal pain, and fever. He believes 
that immediate thoracoplasty with inspection and 
resuturing of the bronchus, if possible, will improve 
the results. Rosert E. Fiorer, M.D. 


Angiocardiopneumography in the Clinical Diag- 
nosis of Tumors of the Lung (L’angiocardio- 
pneumografia nella diagnosi clinica dei tumori del 
polmone). M. Batrezzati, F. Soave, A. TAGLIA- 
FERRO, N. MAcarini, L. Otrva, and A. Prazza. 
Minerva med., Tor., 1950, 2: 633. 

Eight case histories are reproduced. They are 
intended to show in detail the advantages to be 
expected from this new method of examination in 
the diagnosis of tumors of the lung. The method 
is not essentially different from the ordinary angio- 
cardiographic examination as proposed by E. Moniz 
in 1931, and as applied clinically by Castellanos and 
associates in 1937. The technique actually used is 
that of Robb and Steinberg (Am. J. Roentgenol., 
1939, 41: 1, and 1941, 46: 646). The apparatus for 
the handling of the multiple exposures, however, 
was constructed according to the authors’ own 
specifications. 

The exposures, with the patient in a sitting posi- 
tion, were made without the aid of anesthetics; at 
most, one-sixth grain of morphine would be ad- 
ministered an hour before the examination. No 
serious accidents have occurred with the use of this 
method. 

No attempt is made to evaluate the now consider- 
able material at hand in the Roentgenologic Section 
of the University of Genoa, Genoa, Italy. Here the 
method is now routine for all tumors of the lung and 
mediastinum; indeed, most of the results here pro- 
cured have been too recent for ultimate evaluation. 
Here only the general impressions of the experience 
thus far gained will be discussed. 
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These impressions lead the authors to believe that 
the method of angiocardiopneumography is capable 
of furnishing indications in the differential diagnosis 
of pulmonary tumors. The borders of the neoplasm 
which are in contact with the vena cava superior, 
the walls of the heart, and the large vessels may be 
brought into evidence. If the vena cava superior 
is found to be compressed, the process is, as a rule, 
already widely diffused (inoperable). When the vena 
cava superior is merely displaced the new growth is 
usually a well limited tumor or a cyst. The other 
neoplasms, such as lipomas and thymomas, are of 
softer consistency and do not compress the lumen 
of the vessel, even when the growth is quite far 
advanced. 

In malignant tumors of ‘1 large bronchi, which 
are characterized usually by an infiltrative type of 
growth, the method discloses a partial or a complete 
occlusion of the large pulmonary vessels of the area. 
Bronchial tumors push the major rami of the pul- 
monary artery upwards or—more frequently —down- 
wards, and alter by compression their conformation. 

Malignant tumors of the small and medium sized 
branches of the bronchial system also modify the 
vascular topography; the vessels of the tumor area 
become deviated or occluded. When the growth 
is located at the extreme periphery of the bronchial 
tree, however, the number of pulmonary blood 
vessels involved is small. The authors are in accord 
with the assertions of Sussmann (Am. J. Roentgenol., 
1947, 58: 584). He maintained that the above find- 
ings are in contrast with those of benign lesions 
characterized by a slow expansive type of develop- 
ment. In these latter cases the vessels are merely 
displaced and not compressed. The amount of 
vascular involvement may point to the amount of 
vascularization of the tumor itself and thus give a 
clew as to the nature of the neoplasm. 

Nevertheless the angiocardiopneumographic find- 
ings must be interpreted in strict accordance with 
those obtained by the other methods in use in these 
cases, and it is the authors’ general impression that 
the vascular deviations must be interpreted in 
guarded fashion, particularly with reference to the 
lack of opacitization of the smaller or medium sized 
pulmonary vessels, since chronic inflammatory proc- 
esses (tuberculosis and atelectasis) may, under cer- 
tain conditions, modify the topography of the pul- 
monary vessels. In the mediastinal, and other 
extrapulmonary tumors the method shows an es- 
sentially normal pulmonary vascular tree. This 
does not, however, exclude certain deviations when 
there is present a dislocation in toto of a segment of 
the lung. 

In aortic aneurysms the method is the sole means, 
exclusive of surgery, of differentiation in those cases 
in which the aneurysm does not pulsate, or in which 
the pulsation is imperceptible (Sussmann). When the 
aneurysm is filled with coagula, so that but little of 
the opaque material can enter the sac, the quantity 
will always be sufficient to permit of differentiation 
by the practiced eye. Joun W. Brennan, M.D. 
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Pulmonary Lesions Simulating Primary Carcinoma 
of the Lung. Joun B. Fiicx. Surg. Clin. N. 
America, 1950, 30: 1559. 

Not infrequently the true nature of pulmonary 
lesions can be determined only by microscopic study 
of the excised specimen. The author reviews his 
experience with surgery of various lesions simulating 
carcinoma of the lung. 

Paraffinomas of the lung can easily be confused 
with malignant disease, even at the operating table. 
In the differential diagnosis, the history obtained is 
of little value since the chief etiological factor, the 
use of preparations of liquid petrolatum, is so wide- 
spread. There are no pathognomonic signs or symp- 
toms and no characteristic roentgenological findings. 
Lipoid pneumonia or paraffinoma of the lung may be 
indistinguishable grossly from bronchiogenic car- 
cinoma at the operating table and even in the au- 
topsy room. However, a frozen section of the tissue 
obtained during the operative procedure may dis- 
close the true nature of the lesion. 

The author’s second case was one of tracheopathia 
osteoplastica. Cells suggestive of malignancy were 
discovered in the sputum so that thoracotomy and 
pneumonectomy were indicated. The pathological 
findings in tracheopathia osteoplastica consist of 
small nodulations of osseous tissue beneath the 
mucosa and between the cartilaginous rings of the 
trachea in the main bronchi. The membranous por- 
tions are usually not involved. The nodules are com- 
posed of spicules of adult bone with fully developed 
bone marrow. As the disease progresses, narrowing 
of the trachea, particularly in its lower portions, and 
of one or both main bronchi occurs, and symptoms 
due to obstruction in the lower air passages develop. 

Two other case histories are reviewed, one of 
chronic pneumonitis with fibrosis and one of bron- 
cholithiasis. It was impossible to distinguish be- 
tween benign and malignant disease in the patients 
so that pneumonectomy was performed as the opera- 
tive procedure of choice. Roentgen studies with 
tomograms may demonstrate the presence of bron- 
choliths preoperatively. When they occur in the 
larger bronchi they may be visible by bronchoscopy. 
Biopsy is important since broncholithiasis may occur 
in association with carcinoma of the bronchus. 

The pathogenesis of broncholithiasis is not known. 
The most acceptable theories are the deposit of cal- 
cium about foreign bodies in the bronchi or the cal- 
cification of lymph nodes with subsequent erosion 
into a bronchus. OrvIt_e F. Grimes, M.D. 


Pulmonary Carcinoma. L. D. EErtanp. Arch. chir. 
Neerl., 1950, 2: 213. 

Eerland believes that the cardinal point in the 
treatment of pulmonary carcinoma is early diagno- 
sis, which means early x-ray examination and bron- 
choscopy. In cases in which the diagnosis is doubt- 
ful, an exploratory operation may be carried out. 
The recent method of microscopic examination of 
the sputum is gaining in importance and is highly 
recommended. 
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For cases in which the diagnosis of carcinoma is 
made, surgery (preferably pneumonectomy) is con- 
sidered in order, and lobectomy should be done only 
in particular cases. 

Of 121 patients treated, 111 were men and 10 
were women. The carcinoma was in the right lung 
in 76, and in the left lung in 45 patients. Cough was 
an early symptom in 50 per cent of the patients. 

Inoperability includes, among other things, ex- 
tension to the pleura, supraclavicular glands of the 
neck and axilla, hematogenous metastases, and par- 
alysis of the recurrent nerve and diaphragm. 

STEPHEN A. ZIEMAN, M.D. 


Clinical Report of Malignant Lymphogranuloma 
of the Lungs (Caso clinico di linfogranuloma malig- 
no del polmone). Francesco La Fauci. Minerva 
med., Tor., 1950, 2: 1077. 

Approximately 20 cases of lymphogranuloma of 
the lungs have been reported in the literature. 

Two months prior to admission, a woman, aged 
20, developed asthenia, loss of weight, intermittent 
fever, cough, and nocturnal perspiration. Roent- 
genograms showed an infiltration of the left upper 
lobe of the lung. Streptomycin, given on the as- 
sumption that the condition was of tuberculous 
origin, produced no improvement. 

The physical examination revealed a hypophonet- 
ic zone, increased tactile vocal fremitus, and crepi- 
tant rales over the left subscapular and subclavicular 
regions. The purulent sputum, tinged with blood, 
contained gram positive cocci but no tubercle bacilli. 
Eosinophilia was found in the blood. 

Penicillin therapy of 16 days’ duration was unsuc- 
cessful. Biopsy of a lymph gland from the left supra- 
clavicular fossa established the diagnosis of malig- 
nant lymphogranuloma. The patient was referred 
to the x-ray department for irradiations. 

The intermittent character of fever, eosinophilia, 
negative sputum reports, and anergy to biologic re- 
actions allowed exclusion of the diagnosis of tuber- 
culosis. Apparently the left lung was the only organ 
involved. Josern K. Narat, M.D. 


Thoracoplasty with Temporary Plombage with Lu- 
cite Balls (La thoracoplastie avec plombage tem- 
poraire aux balles de lucite). H. Jory. Presse méd., 
1950, 58: 1324. 

In the last few years many chest surgeons have 
shown a preference for extrapleural pneumothorax 
over thoracoplasty because the latter furnishes less 
reliable and less rapid results, requires several inter- 
ventions, and produces deformities and impairment 
of function of the involved lung, especially if more 
than 6 ribs are resected. 

On the other hand, relapse is not infrequent after 
abandonment of pneumothorax; therefore, thoraco- 
plasty still must be considered a useful procedure, 
especially since the introduction, by Wilson, of 
temporary plombage with lucite balls. 

The author places several such balls into the 
wound during the first stage of superior thoraco- 
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plasty, and removes them during the second stage. 
They intensify the collapse of the affected lung and 
facilitate the second stage by preventing the forma- 
tion of adhesions between the deep and superficial 
planes. Moreover, they prevent re-expansion of 
the lung. 

In patients with grave lesions of the apex, the 
author again places lucite balls into the wound dur- 
ing the second stage of the operation and leaves 
them for several months, to maintain collapse until 
the last stage. 

This technique reduces the extent of costal re- 
sections in an upward direction and thus limits 
functional mutilations. 

The author employed this rhethod in 49 patients, 
in 23 with thoracoplasty of 5 ribs, in 16 with the 
resection of 6 ribs, and in 2 with the resection of more 
than 6 ribs. No untoward effects attributable to 
the lucite balls were observed. 

JosEepH K. Narat, M.D. 


HEART AND PERICARDIUM 


Surgery of Stenotic Valvular Disease of the Heart. 
Rosert P. GLOVER, CHARLES P. BaILEy, and 
Tuomas J. E. O’Nery. J. Am. M. Ass., 1950, 
144: 1049. 

Instead of the usual extracardiac shunt (Blalock 
or Potts operation), the authors have favored a 
direct surgical approach for the treatment of pul- 
monary stenosis or its major variant, the tetralogy 
of Fallot. Pulmonary artery-conus obstruction may 
be of several anatomical types: (1) pure valvular 
stenosis, (2) hypoplasia of the pulmonary artery 
with a bicuspid valve and subvalvular stenosis, (3) 
high infundibular stenosis with a normal pulmonary 
artery and valve, and (4) a low infundibular steno- 
sis creating a third chamber proximal to the pul- 
monary artery. 

The technique of Brock and its special variations 
were followed in the treatment of 8 cases of the 
tetralogy of Fallot. The right ventricle was entered 
3 cm. proximal to the valve. Through this wound 
a probe was passed to the pulmonary artery to deter- 
mine the position and degree of stenosis. A special 
knife which becomes engaged in the stenotic valvular 
orifice was used to divide the valve into equal cusps. 
If the pulmonary stenosis was due to an infundibular 
obstruction a different technique was followed. The 
ventricle was incised either proximal or distal to 
the infundibular septum and the obstruction sev- 
ered by means of a special punch. 

A total of 15 patients ranging in age from 3% to 
18 years were operated upon by the latter technique 
with only 2 operative deaths. In 9 of these cases 
there was a valvular stenosis while in the others the 
obstruction was of the infundibular type. In all 
cases, postoperatively, cyanosis and polycythemia 
disappeared, arterial oxygen saturation increased, 
~ pulmonary arterial pressure attained a normal 
value. 

With the factor of time, the following problems 
await clinical solution: the effect of regurgitation, 
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Fig. 1 (Glover et al.). Types of pulmonary obstruction 
encountered in the tetralogy of Fallot: A, pure valvular 
stenosis; B, pulmonary artery hypoplasia with biscupid 
valve and subvalvular stenosis; C, high infundibular steno- 
sis with normal valve, and D, low infundibular stenosis 
with normal valve. The other pathological components 
of the tetralogy of Fallot are not shown (B, C, and D). 


the lasting strength of an artificial bicuspid valve as 
affected by increasing ventricular activity, the pos- 
sibility of scarring with eventual fibrosis of the pul- 
monary valves, and the development of latent 
bacterial valvular thrombi. 


MITRAL STENOSIS 


Surgical commissurotomy is advocated for the 
treatment of the valves in mitral stenosis. In rheu- 
matic disease the anatomical fusion point of the 
valvular leaflets undergoes reactive changes and 
assumes the appearance of commissures with fixation 
of the apex of the mitral cone followed by stenosis. 
Commissurotomy is performed through the'auricu- 
lar appendage by means of a special guillotine type 
of knife attached to the gloved index finger. Usually 
only the lateral commissure is incised well into the 
normal valvular tissue. In advanced cases the 
medial as well as the lateral commissures must be 
cut. On completion of the operation the lumen of 
the auricular appendage through which entrance is 
gained to the mitral valve is obliterated by a purse 
string suture and oversewing. 

A total of 86 patients with mitral stenosis have 
been operated upon up to date. The operative mor- 
tality in 1950 was 6.6 per cent. In a group of 41 
patients upon whom commissurotomy was done ex- 
cellent results were obtained in 20 cases as judged 
by the reduction of pulmonary vascular pressures 
and the diminution of the over-all size of the heart. 
The following standards were used in the classifica- 
tion and in the selection of patients for surgery. 





Fig. 2. Methods for direct surgical relief of pulmonary 
obstruction in the tetralogy of Fallot: A, Brock punch in 
infundibular stenosis; B, Brock knife in valvular stenosis, 
and C, Glover rongeur in infundibular stenosis. 


Most favorable factors 


Patient below age of 40 

Normal sinus rhythm and a presystolic accentu- 
ation of a late mitral diastolic murmur 

3. Systolic murmur, if any, of minimal intensity 

4. Pulmonic second sound accentuated not more 
than 1 plus 

No previous hemoptysis and no previous failure 

A good response to exercise tolerance test 

Right axis deviation and no left ventricular en- 
largement 
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Less favorable factors 


Patient below age of 45 

Auricular fibrillation and a midlate decrescendo 
diastolic murmur 

Pronounced left auricular enlargement with mod- 
erate right ventricular enlargement 

Fair response to exercise tolerance test 

Electrocardiogram may show some T wave 
change indicative of myocardial damage 

No history of previous failure 
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Fig. 3. Sagittal sections through the heart showing the 
normal mitral valve (A) and diagrammatically the mitral 
valve in stenosis (B). The right index finger bearing the 
commissurotomy knife has been inserted through the left 
auricular appendage and the hooked blade engaged on the 
lateral commissure. 
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Least favorable factors 


1. Patient below age of 50 
Auricular fibrillation with a late decrescendo 
diastolic murmur 
A short, not more than grade 2, rough, systolic 
murmur 
Two plus accentuation of the pulmonic second 
sound 
Fair to poor response to exercise tolerance test 
Previous failure should have been readily con- 
trolled 
Embolic phenomena may have been present 
. Minimal mitral insufficiency as shown by pres- 
sure curves and little increase in size of left 
ventricle as shown by roentgenography 
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Inoperable factors 


Patient above age of 50 

Active rheumatic state 

Presence of unremedial failure or gallop rhythm 
or recent pulmonary infarction 

Aortic valve involvement of significant degree 

Appreciable degree of left ventricular enlarge- 
ment 
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AORTIC STENOSIS 


Direct ventricular approach to the aortic valve 
proved impractical clinically because of operative 
hemorrhage and obstructive interference with the 
coronary flow. Therefore, a special instrument was 
devised which could be inserted through the right 
common carotid artery and guided down the innomi- 
nate artery and ascending aorta to the aortic valve. 
On reaching the valve, the instrument was engaged 
in the stenotic orifice and by a turnscrew mechan- 
ism dilatation was accomplished. This operation 
was performed on 5 patients with advanced aortic 
stenosis with promising results. 

B. G. P. SHarirorr, M.D. 


Conversion of the Auricular Appendage Into a 
Leakproof Valve Tube for Intracardiac Surgery. 
SAMUEL AtcoTTt THompson. J. Am. M. Ass., 1950, 
144: 1057. 

Control and prevention of hemorrhage during 
intracardiac surgery may be assured by the con- 
version of the auricular appendage into a valve tube. 
The tip of the appendage is picked up by a non- 
crushing clamp. An outer valve is formed near the 
tip of the auricular appendage with opposing purse- 
string sutures, each of which takes three bites in the 
tissue, the first near the edge, the second in the 
center, and the third at the opposite edge of the 
appendage. A similar set of purse-string sutures is 
placed at the base of the appendage for the forma- 
tion of the inner valve. These sutures when pulled 
together can be used to close both valves or each 
separately. When relaxed, the valves can be opened. 
After the sutures are placed, the tip end of the ap- 
pendage is cut off. Through this opening, instru- 
mentation and digital examination of the heart can 
be made. When the desired operative maneuver is 
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completed the inner valve is closed and the auricular 
appendage distal to the latter is amputated. 
B. G. P. SHartrorr, M.D. 


ESOPHAGUS AND MEDIASTINUM 
Study of Chronic Peptic Ulcer of the Esophagus and 
“Esophagitis.””> N. R. Barrett. Brit. J. Surg., 
1950, 38: 175. 

In the normal individual, the esophagus is sepa- 
rated from the stomach by a mechanism at the 
esophagogastric junction which allows food and 
liquids to pass down, but prevents reflux. This 
mechanism becomes inefficient in certain conditions 
such as hiatal hernia and congenital short esopha- 
gus. It has been shown that gastric epithelium 
sometimes is found above this area, and acid- 
pepsin is secreted into the esophagus. Mucosal 
inflammation and ulceration result from the action 
of this material. This process may extend into the 
musculature. Stricture may occur, and, as a result 
of this stricture and contracture, a portion of the 
stomach may be drawn superiorly. 

The author does not believe that chronic peptic 
ulcer of the esophagus occurs in the postcricoid 
region nor in the islets of ectopic gastric mucosa. 
It is his belief that reflux esophagitis is common 
and that it can give rise to ulceration of the eso- 
phagus and stricture formation; that most of the 
lesions which are described as “peptic ulcer of the 
esophagus” are actually examples of congenital 
short esophagus in which a portion of the stomach 
extends upward into the mediastinum. In these 
cases a typical chronic gastric ulcer forms. The 
author emphasizes that pathologically a distinction 
must be made between gastric and esophageal 
ulcers which occur above the level of the diaphragm. 

RosBert E. FLorer, M.D. 


Removal of Large Mediastinal Tumors Through a 
Guérison Incision (Tumeurs du médiastin exérése 
par thoracotomie large Guérison)._ M. P. RAZEMON, 
Mitte N. Grécorre, R. Detacrorx, and D. Dv- 
tTHOIT. Lille chir., 1950, 5: 213. 

The authors believe that the Guérison incision, 
which is essentially a long lateral incision (with re- 
moval of the entire fifth, sixth, or seventh rib, de- 
pending on the level of the tumor), is the incision 
of choice for operating on large tumors which are 
likely to involve the anterior and posterior medi- 
astinum. 

Its use in the removal of a mediastinal goiter in a 
43 year old woman suffering from dys»honia, dysp- 
nea, and dysphagia is described in detail. 


Also described is a case of bronchogenic cyst re- 


moved from a 38 year old man whose only symptom 
was progressive asthenia. These cysts represent 20 
per cent of mediastinal lesions in general, as has been 
pointed out by Blades; they are of congenital origin, 
are frequently lined by respiratory epithelium, and 
are liquid-filled. The first symptom follows com- 
pression or infection. Roentgenologically, these cysts 
are in intimate contact with the bifurcation of the 
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trachea, or the primary bronchial divisions. Roent- 
genography is therefore of aid in the recognition of 
cysts of this type. 

The third case presented is that of a patient with a 
pedunculated sarcoma of the anterior mediastinum 
lying on top of the diaphragm. The period of hos- 
pitalization of this patient was prolonged by infec- 
tion, whereas the patients in the 2 previous cases 
returned home within 2 weeks. 

This large thoracotomy incision gives enormous 
mediastinal exposure, facilitates minute hemostasis, 
and dissection is made easy. Aspiration of the 
thorax is continued for 2 to 3 days postoperatively. 
The authors do not recommend the incision for 
posterior, extrapleural, or thymic tumors, or for 
anterior retrosternal mass exploration. 

Jane C. MacMittan, M.D. 


MISCELLANEOUS 
Traumatic Diaphragmatic Hernia. B. NoLanp Car- 
TER, JEROME GIUSEFFI, and BENJAMIN FELSON. Am. 
J. Roentg., 1951, 65: 56. 

The speed of modern transportation, the violence 
of war, and the more widespread use of transdia- 
phragmatic incisions have increased the incidence 
of traumatic diaphragmatic hernia. They may be 
classified according to the type of trauma that 
caused them, i.e., stab, gunshot, indirect violence, 
or diaphragmatic incision. Immediately following 
the accident the signs and symptoms of diaphrag- 
matic injury may be marked by shock and by other 
obvious wounds. About 95 per cent of traumatic 
diaphragmatic hernias are left-sided because of the 
considerable protection afforded by the liver. Se- 
vere left upper quadrant abdominal pain, perhaps 
with radiation into the left chest or shoulder, is 
suggestive. Dyspnea and cyanosis may occur and 
there may be dullness or tympany on physical ex- 
amination of the left lower thorax with a shift of 
the mediastinum to the right. 

Occasionally traumatic hernias are detected in 
the interval phase when the symptoms are minimal 
or of a chronic nature. The symptoms may suggest 
peptic ulcer, coronary disease, gall-bladder disease, 
or subacute intestinal obstruction. Treatment 
should be instituted before strangulation occurs. 
This emergency may be recognized by the sudden 
severe pain in the upper abdomen or left lower 
thorax, which is usually soon followed by severe 
and frequent vomiting. Not infrequently constipa- 
tion precedes or accompanies the attack but is rarely 
complete. Dyspnea is uncommon and depends on 
the suddenness of onset, and the degree of en- 
croachment of the herniated viscus and pleural 
fluid on the heart and lungs. A history of thoracic 
trauma is invaluable. Besides dullness or tympany 
over the left thorax, pathognomonic peristaltic 
sounds are occasionally heard. Considerable pleural 
fluid may accumulate in conjunction with strangu- 
lated diaphragmatic hernia and is often markedly 
bloody. X-rays of the chest may show (1) an arch- 
like shadow resembling an abnormally high dia- 
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phragm; (2) gas bubbles, hemogeneous densities or 
other abnormal markings above the usual level of 
the normal diaphragm; (3) mediastinal shift to the 
right; and (4) disc or platelike atelectatic areas in 
the lung adjacent to the arching shadow. Fluoroscopy 
and barium (by mouth or rectum) may afford con- 
clusive diagnosis. The varied roentgenographic find- 
ings are well detailed by the authors and illustrated 
by clear diagrams. 

The treatment of traumatic diaphragmatic her- 
nia is surgical repair of the defect. The eminent 
danger of strangulation should be emphasized since 
90 per cent of strangulated diaphragmatic hernias 
are traumatic in origin, probably due to the smaller 
size of the defect in traumatic hernias and the 
greater chance for constriction of the visceral blood 
supply. The thoracic approach is preferred. It 
provides excellent exposure especially for freeing 
adhesions between the viscera and the lung, chest 
wall, or diaphragmatic ring. Tears near the heart 
may be more accurately sutured with less danger 
to the heart, esophagus, and great vessels. 

The 11 interesting case histories included illus- 
trate the principles enumerated, and the multiple 
problems encountered in the diagnosis and man- 
agement of traumatic diaphragmatic hernias. 

Tuomas LANE STOKES, M.D. 


Rapid Growth of the Thymus with Compression 
Symptoms in an Infant. Px. SANDBLOoM. Acia 
chir., scand., 1950, 100: 466. 

There is considerable doubt today that status 
thymicolymphaticus may cause sudden death, or 
that hyperplasia of the thymus may commonly 
cause stridor and suffocation in infants. The,nor- 
mal thymus gland grows slowly until puberty. 
Sandblom reports an interesting case of a rapidly 
growing thymus successfully removed from a 4 
months’ girl because of symptoms of tracheal com- 
pression. A transpleural approach through the bed 
of the right fifth rib gave excellent exposure. The 
gland was histologically normal but weighed 50 gm. 
There was no splenic or lymphoglandular enlarge- 
ment; the blood picture was normal and there were 
no symptoms of myasthenia gravis or hormonal 
disturbance. The author believes that this case of 
thymus hyperplasia is without peer in the litera- 
ture, for rapidity of growth. 

Tuomas LANE STOKEs, M.D. 


Voluminous Prevertebral Fibroma with Cervical 
and Mediastinal Extensions (Voluminoso fibroma 
prevertebrale ad estrinsecazione cervicale e medias- 
tinica). A. Puctionisi. Chir. torac., 1950, 3: 323. 


A 26 year old man had suffered a sudden pain un- 
der the middle third of the sternocleidomastoid 
muscle on the occasion of a sudden movement of the 
neck. At this time the patient noted a rather soft 
tumefaction in the inferior third of the lateral 
cervical portion of the omoclavicular trigone. Three 
months later this tumefaction was noted to have in- 
creased in size and density. Nine months later 
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dysphagia and effort dyspnea had developed in this 
patient. 

Examination, particularly roentgenologic study, 
of the patient disclosed the presence of a voluminous 
tumor in the posterior region of the chest with ex- 
tensive deviation toward the left half of the thoracic 
cavity and up into the region of the neck. The 
trachea and esophagus were pushed forward and to 
the right, forming a large bow with the concavity 
backward and to the left. Biopsy of the cervical ex- 
tension resulted in a diagnosis of fibroma; however, 
it could not be decided whether the condition ob- 
served might not constitute the superficial layers, or 
capsule, of a neurinoma. The patient insisted upon 
a surgical attempt to save his life. 

Operation was performed under intratracheal 
ether anesthesia with dilaudid and scopolamine. 
The incision was paravertebral, extending from the 
spinous process of the seventh cervical vertebra to 
the upper margin of the sixth rib and deviating to 
the left in its course. Sections of from 8 to 12 cm. 
of the first, second, third, fourth, and fifth ribs were 
resected. 

The tumor could be freed from the posterior medi- 
astinal and other tissues in which it was embedded 
except the anterior, or medial, upper surface of the 
arch of the aorta, and the posterior wall of the peri- 
cardium. Here any attempt at freeing the mass 
resulted in such serious circulatory manifestations 








INTERNATIONAL ABSTRACTS OF SURGERY 


that the operation had to be stopped. The patient 
died that same evening. 

Autopsy disclosed the pure fibromatous nature 
of the neoplasm, and resulted in the further interest- 
ing verification that the tumor tissues practically 
formed a mold of the “prevertebral retromediastinal 
space”, described by A. Puglionisi and E. Malan 
previously (Minerva Chir., 1949, vol. 4). This space 
was described as extending from the neck, where it 
lies between the deep cervical fascia anteriorly and 
the osteomuscular plane posteriorly, into the chest 
cavity or, rather, into the region of the posterior 
mediastinum, the prevertebral fascia extending lat- 
erally in the chest and becoming continuous with 
the endothoracic fascia. 

The route selected for the removal of this tumor 
was the posterior thoracic, or paravertebral; how- 
ever, the pleura was accidentally opened during the 
operation, and the author questions if it would not 
have been better to approach such a large mass by 
the lateral thoracic route. He believes that this 
access would be better even for tumors of the an- 
terior mediastinal region once such tumors have 
attained any considerable size. Of course, in the 
treatment of these neoplasms it is best to establish 
the diagnosis as early as possible, and the question 
is raised as to the advisability of routine chest roent- 
genograms for the detection of such conditions. 
Joun W. BRENNAN, M.D. 























ABDOMINAL WALL AND PERITONEUM 


Contribution to our Understanding of the ‘‘Cysts” 
of the Parietal Peritoneum [Per la conoscenza 
delle ‘‘cisti” del peritoneo parietale]. Corrapo 
Cavina. Lav. ist. anat. Univ. Perugia, 1950, 9: 63. 


A 55 year old male patient had been suffering for 
6 years from symptoms suggesting chronic duodenal 
ulcer. At operation a gastroduodenal resection was 
done and the diagnosis of ulcer was verified his- 
tologically. 

During this operation a cystic formation was un- 
covered. The cystlike structure was located about 
2 cm. to the left of the median line and about 4 cm. 
above the umbilicus. It was ovoid in outline, 11 by 
6 cm. in size, and was filled with a transparent yel- 
lowish liquid. The major portion consisted of a 
unilocular cavity; however, in the region of the 
sessile attachment to the parietes the cyst wall pre- 
sented a porous appearance. 

Histologically the cyst wall which was distant to 
the region of attachment consisted of an outer and 
an inner monostratified endotheliomorphic revest- 
ment, that is, a covering made up of a single layer 
of elongated cells with meager cytoplasm, which 
was more or less homogeneous in appearance and 
with basophilic staining properties. The nuclei were 
roundish and poor in chromatin, and they charac- 
teristically elevated the profile of the cell whenever 
located. Between this revestment and the outside 
covering of peritoneum was a fibrillar, loose con- 
nective tissue, permeated by lymphocytelike cell 
aggregations. These cells seemed to be more prev- 
alent in the environs of the blood vessels. 

Even more interesting, however, were the histo- 
logic findings in the region of the cystic hilus. On 
the inner surface of the main cyst cavity was the 
afore-described endothelioid cell layer. Beneath this 
layer were the afore-mentioned spongy tissues. These 
tissues were found to consist of thickly packed tiny 
cavities, only exceptionally containing a few erythro- 
cytes. The lumina of these cavities were very small 
and were lined with a single layer of endotheliomor- 
phic cells, entirely analogous to the afore-mentioned 
revestment of the main cyst wall. These tiny cavita- 
tions reposed on a delicate reticular membrane and 
were supported by a tissue consisting of elastic and 
precollagenous—rarely collagenous—fibrils. There 
were present some fibrocytes, rare histiocytes, and 
an abundance of the afore-mentioned lymphocytoid 
elements. The latter aggregations frequently ex- 
hibited a follicular arrangement; a few areas exhib- 
ited structures suggestive of germinative centers. 

On the basis of these findings the author desig- 
nated the condition “‘cystic lymphangioma” of the 
parietal peritoneum. 

Cysts of the parietal peritoneum are extremely 
rare; the present observation seems to be the second 
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instance described up to the present time in the 
medical literature. The observation is of great im- 
port because it permits of the affirmation, without 
any doubt whatever, of the existence of “cysts” (a) 
of the visceral peritoneum, (b) of the peritoneal 
“reduplications” (mesentery and omentum), and 
(c) of the parietal peritoneum. (The word “cysts” 
is placed in parenthesis to denote the fact that the 
term is purely formal and not based upon exact 
histologic findings.) Joun W. BRENNAN, M.D. 


Amniotic Hernia. Clinical Contribution (L’ernia 
amniotica Contributo clinico). ERMELINDO BARTO- 
Lomuccl. Riforma med., 1950, 64: 1109. 


In the classification of the hernial anomalies in 
the region of the umbilicus a distinction is made by 
the author between the infantile type of umbilical 
hernia, which is covered with skin, and the con- 
genital type. Finally, from purely practical con- 
siderations (difficulty of treatment), the latter type 
is subdivided into hernias in which the arrest of de- 
velopment has occurred before the third month of 
intrauterine life (with no peritoneal lining of the 
hernial sac), and hernias in which it has occurred 
after the third month. The latter are designated 
“fetal omphaloceles”, and the former “embryonic 
omphaloceles.” The author’s patient had the latter 
type. 

The patient was a girl child who was brought in 5 
hours after birth. There was present an ovoid 
tumefaction in the center of the abdomen, measuring 
8 by 6 cm. This swelling was covered merely by a 
fine translucent membrane which was interrupted 
sharply at the border of the normal surrounding 
skin margin. Within the sac could be seen intestinal 
loops (below) and the liver (above). 

In the operation which was done immediately the 
sac was excised, with the exception of a patch 
which was adherent to the anterior surface of the 
liver (Ombredanne). A narrow band of skin was 
excised so as to freshen up the edges of the hernial 
opening. The skin layer was then dissected free for 
a distance of about 2 fingerbreadths back from the 
wound edges. No evidence of the presence of recti 
muscles or of aponeurosis could be detected at this 
time. The liver could not be reduced into the ab- 
dominal cavity and, as a consequence, no attempt 
was made to approximate the edges of the hernial 
aperture. The skin layer alone was brought together 
over the hernial contents and sutured in the midline 
with interrupted stitches of heavy linen. 

Twenty-four hours after the operation the child 
urinated spontaneously and shortly thereafter emit- 
ed meconium. The stitches were all removed by the 
fifteenth day and the child was discharged from the 
hospital on the twenty-second day after the opera- 
tion. She is now 5 years old and has developed nor- 
mally, both as regards mind and body. The cicatrix 
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of operation has become stretched a trifle and ex- 
tends upward and downward in the midline for the 
greater part of the distance between the xyphoid 
bone and the pubis; at its upper and lower extrem- 
ities this scar has become somewhat hypertrophied. 
When the child is caused to contract the abdominal 
muscles the two recti muscles now stand out power- 
fully at a distance of not more than 3 fingerbreadths 
from each other. Therefore, the final herniotomy 
operation would seem to be perfectly feasible and 
will be undertaken shortly. 

The author had not heard of the method used by 
Gross in these cases, whereby the hernial sac is 
buried together with the reduced hernial contents; 
however, the method used in the case here reported 
would seem to have two advantages over the method 
of Gross; the first is the greater assurance of ade- 
quate asepsis, for a possible infective process buried 
deeply in the wound would seem to present a not 
insignificant problem, and the second is the possi- 
bility of examination of the abdominal contents for 
the complicating anomalies of the abdominal organs 
in these patients. Joun W. BRENNAN, M.D. 


Plastic Operations on the Abdominal Wall Utilizing 
Pedunculated Myoaponeurotic Flaps from the 
Thigh (Sulla plastica delle pareti addominali 
mediante lembo mio-aponevrotico peduncolato, pre- 
levato dalla coscia). ViINCENzO LAUDICELIA. Gjior. 
ital. chir., 1950, 6: 699. 

Some postoperative hernias or recurrent hernias 
cannot be repaired by procedures in which tissues 
are utilized in the immediate vicinity of the lesion. 
In such cases skin, tantalum mesh, autoplastic, or 
heteroplastic fascial strips may be used, but the 
author obtains better results from Wangensteen’s 
method in which the ileotibial tract of fascia lata is 
employed as a pedicled flap. The flap is obtained 
from the anterolateral aspect of the homolateral 
thigh and consists of a portion of the ileotibial tract 
and the tensor muscle of fascia lata. Such flap is 
carried upward under the skin or under the aponeu- 
rosis. 

The author dissected 20 cadavers to study the 
blood and nerve supply of the ileotibial tract. The 
lateral circumflex artery was found to be the main 
source of blood supply to the tensor muscle of fascia 
lata, and the main nerve a terminal branch of the 
superior gluteal nerve. A branch of the femoral 
nerve to the quadriceps muscle also participates in 
the innervation of the tensor muscle, while the 
lateral cutaneous nerve innervates the fascial com- 
ponent of the tract. In order to preserve these vital 
structures, the author suggests a vertical skin incision 
which starts 4 cm. below and 2 cm. lateral to the 
anterior superior iliac spine and extends downward 
for at least 17 cm. The flap is formed by 2 vertical 
incisions. One of them is placed 1 cm. median to the 
internal border of the tensor muscle while the other 
is placed 8 cm. lateral and parallel to the first. The 
transverse incision unites the distal end of the 2 
vertical cuts. Josep K. Narat, M.D. 
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Changes in the Stomach Wall and in the Gastric 
Juice After Ligation of the Pylorus in White 
Rats (Les modifications de la paroi et du suc gastri- 
que aprés ligature du pylore chez le rat blanc). C. 
DeBRAY, R. LAUMONIER, J. DELAVAULT, and Rovus- 
SELET. Arch. mal. app. digest., Par., 1950, 39: 297. 


Shay and his collaborators showed in 1944 that 
ligation of the pylorus represents a simple method for 
the uniform production of gastric ulceration in the 
rat. Although the evolution of such lesions lasts no 
longer than 24 hours and differs in this respect from 
ulcers in man, histologic studies reveal the mode of 
attack on the gastric mucosa. 

The authors’ experiments confirmed the réle of 
gastric secretion in the development of ulcerations, 
but also demonstrated the importance of vaso- 
motor reactions which are responsible for the varia- 
bility of the results. 

This method is useful with certain reservations 
for the assay of drugs employed in the therapy of 
ulcers. Not more than 2 c.c. of the solution studied 
should be introduced into the stomach. 

The authors succeeded in producing ulcerations 
in 80 of 85 rats operated upon according to Shay’s 
method. It is essential that the stomach be empty 
at the time of the operation. 

The volume of gastric secretion, the concentration 
of pepsin, and the total acidity were not markedly 
affected by the operation, but the amount of solid 
food particles in the stomach was in reverse pro- 
portion to the amount of free acid and peptic 
activity. JosEpH K. Narat, M.D. 


Perforated Gastric Ulcer in a Newborn Infant. 
Lyp1A T. Wricut and Beatrice E. Scorr. J. 
Pediat., S. Louis, 1950, 37: 905. 

The authors present a case of perforated gastric 
ulcer in a newborn infant delivered of a pre-eclamptic 
syphilitic patient. It was unusual in that typical 
symptoms were not present. The infant expired 
before operation could be performed. 

The majority of infantile peptic ulcers occur in 
the early weeks of life, with a preponderance of 
duodenal ulcers over gastric ulcers. It is not gen- 
erally conceded that peptic ulcers originate in utero. 
In Guthrie’s review of the literature it was noted 
that Thiele and Ballantine consider them to arise 
almost invariably after birth, but that Ladd and 
Gross have described them in stillborn infants. 

Hemorrhage from the stomach or bowel is gen- 
erally considered to be the most important sign 
during the newborn period. After the neonatal period, 
peptic ulceration is most frequently associated with 
marasmus. Hypertrophic pyloric stenosis may be 
simulated if the peptic ulcer causes spasm of the py- 
lorus. These findings were not present in this in- 
stance. Certain circumstances incidental to birth 
and early infancy are proposed by Guthrie to ex- 
plain the occurrence of peptic ulcer at this early age. 
She believes that circulatory instability, especially 
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in prolonged labor, tends to devitalize the duodenal 
mucosa. Any damaged area, therefore, is liable to 
digestion by the gastric juice, which, according to 
Miller, has remarkably high acidity in the first 48 
hours of life. Direct trauma to the gastric mucosa 
may occur accidentally during resuscitation at birth. 
Further congestion and possibly hemorrhage may 
result from hyperperistalsis associated with con- 
genital pyloric stenosis. 

Mucosal irritation may be produced by drugs or 
unsuitable feedings. There was no evidence in the 
case presented to suggest that these were responsi- 
ble. The only factors that could be considered in 
this instance as possible etiological agents were 
syphilis, antisyphilitic treatment, and pre-eclampsia. 
However, considering the frequency of this com- 
bination and the rarity of ulcers in the newborn in- 
fant, it is questionable if they were the direct 
causes. CHARLES Baron, M.D. 


Critical Appraisal of Gastrectomy for Ulcer with 
Employment of Von Petz Instrument. Value 
of Clinical and Roentgenologic Findings (Etude 
critique de la gastrectomie pour ulcére avec |’ap- 
pareil de Von Petz; valeur des documents cliniques 
et radiologiques). A. Courty and L. CABANETTES. 
Sem. hép., Paris, 1950, 26: 4791. 


Various instruments have been devised to shorten 
the duration of gastrectomy, to accomplish hemosta- 
sis, and to prevent the escape of gastric contents dur- 
ing the operation. Of the numerous types of ap- 
paratus, the sewing instrument described by Von 
Petz has gained the greatest popularity. Professor 
Massabuau, of the Surgical Clinic of the University 
of Montpellier, had been using the Von Petz ma- 
chine in connection with the Billroth II operation 
until he began employing it also with the Hof- 
meister-Finsterer method of operation. 

The large size of the machine necessitates its use 
outside the abdominal cavity. Hence, the extent of 
gastric resection that is possible when this apparatus 
is used depends on the tonus and the stretching 
ability of the stomach wall, and on the anatomic 
characteristics of the xiphoid angle and the costal 
arch. As a rule, a relatively long stump remains and 
the line of the section has a vertical direction. 

If the Hofmeister-Finsterer operation is _per- 
formed, the Von Petz apparatus saves no time and 
does not eliminate the necessity of opening the 
stomach. The instrument does not crush the tissues 
and does not impair their tonus. This can be demon- 
strated by the fact that arterioles between the clips 
bleed. The author has never observed infections at- 
tributable to this type of closure. As to the efficiency 
of hemostasis, only one patient succumbed to post- 
operative bleeding, probably due to hemorrhagic 
gastritis. 

Periodic roentgenographic studies have shown that 
the clips are expelled at various times and in various 
numbers. At least 50 per cent of all clips were ab- 
sent from 3 to 7 years after operation in the entire 
group of patients. 
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Periodic examinations of 70 patients in whom 
Hofmeister-Finsterer operation, with the Von Petz 
machine, had been performed, and 50 patients who 
had undergone the same operation without the use 
of this instrument showed that in the majority of 
cases in the first group the remaining gastric stump 
was much larger than in the second group. This was 
due to the fact that while the clips were situated high 
toward the lesser curvature, the gastrojejunostomy 
was located low on the major curvature. N-verthe- 
less, the clinical results were satisfactory. Nova sin- 
gle patient in the group of 70 in whom Von Petz 
apparatus had been used developed a postoperative 
ulcer. JosePH K. Narat, M.D. 


Blood Changes After Partial Gastrectomy for Ulcer. 
EuGEN LynGar. Acta med. scand., 1950, Supp. 138. 


A number of investigations were made previously 
on the anemia of partially gastrectomized patients, 
and, ina short historical review, an account is given 
of the development of “‘achylic anemia” and “‘iron 
deficiency anemia,” and of their similarity to the 
anemia observed in partially gastrectomized indivi- 
duals. There is some disagreement as to the fre- 
quency with which gastrectomy leads to anemia, 
but on the whole there is reason to believe that it is 
fairly high, especially in women; otherwise it ap- 
pears that this type of anemia has previously not 
been the object of any extensive, systematic in- 
vestigation. Animal experiments generally yield 
the same results as those found in human beings 
who have been operated upon. 

One hundred cases of uncomplicated gastric ulcer 
were used as controls, 38 women and 62 men. The 
red blood picture of these patients did not deviate 
significantly from that of normal individuals when 
diet restrictions are considered. It is probable that 
the generally accepted normal counts for the white 
blood picture should be revised, especially with 
regard to the number of segmented nuclei in propor- 
tion to the lymphocytes. Sternal marrow smears 
showed the same wide variations which have been 
reported by others, and were thus difficult to use as 
the basis for statistical treatment. The diet of the 
ulcer patients seemed to have been at least as good 
as, if not better than, that of healthy individuals 
during the period in which examination was made. 

The operative material consisted of 146 patients, 
42 women and 104 men. All of these had undergone 
extensive partial gastrectomy. Some of them were 
examined during the first year after operation, but 
most of them considerably later. 

A glance at the red blood picture of the patients 
operated upon was sufficient to show that they had 
a tendency toward anemia. On the basis of the 
hemoglobin values for the controls, it was apparent 
that 31 patients were anemic at the first examina- 
tion, 16 women and 15 men. In addition to these, 
there were 2 women who were found to be anemic 
at subsequent control examinations. It was thus 
certain that at least 43 per cent of the women and 
15 per cent of the men had become anemic. 
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The investigation of the red blood cell picture of 
the anemic patient showed that the color index was 
low as was also the serum iron. The total volume 
of the red blood corpuscles was markedly decreased, 
much more so than the number of red blood corpus- 
cles. On the other hand, the relation between the 
quantity of hemoglobin and the total volume was 
practically always normal. The average diameters 
of the red blood corpuscles were small, the thickness 
was similarly reduced in proportion to the normal, 
and to a greater degree than the diameters. There 
was a pronounced tendency toward anisocytosis and 
microcytosis, while macrocytosis was rare. 

A compilation of the sternal marrow findings for 
the entire group which was operated upon indicated 
that the number of nucleated cells was greater, 
erythropoiesis was greater, and the number of the 
most immature cell forms was greater in this than 
in the control group. When the material was ar- 
ranged according to increasing degrees of anemia, it 
was seen that it was the tendency toward anemia in 
the operative group which was responsible for the 
difference. The alteration was interpreted as an 
indication of maturation inhibition, and it was as- 
sumed that iron deficiency might be the cause. 

The white blood picture in the operative group 
varied somewhat more than that in the control 
group, but in general there was no evidence that 
partial gastrectomy, as such, influenced the picture. 

On the basis of the hypothesis that iron deficiency 
is responsible both for the anemia and the alterations 
in the red blood corpuscles, the effect of pure iron 
therapy was studied. In all cases in which the pa- 
tient was kept under treatment for a sufficient length 
of time, it was possible to cure the anemia and it 
seemed probable that the re-establishment of a nor- 
mal blood picture in these patients was dependent 
upon the administration of sufficient quantities of 
iron. It often required a prolonged period of treat- 
ment and in many cases it was necessary to employ 
parenteral iron therapy. 

An attempt was made to discover the causes of the 
iron deficiency which led to anemia after partial 
gastrectomy. The large majority of the operative 
patients were achylic, but this afforded no explana- 
tion of the mechanical relationship between anemia 
and achylia. On the other hand, it was obvious that 
no iron deficiency could occur without loss of iron. 
There was evidence of slight hemorrhages in some 
patients, a few of the women having severe menstrual 
bleeding. However, on the whole, it did not seem 
likely that this loss of iron could explain the iron 
deficiency as it had not been greater in any case 
than that which can be compensated in healthy 
persons by the assimilation of iron from alimentary 
sources. However, even the normal daily loss of 
iron will eventually lead to an iron deficiency if iron 
resorption fails. This seemed to fit the circumstances 
for most of the anemic patients. A number of iron 
tolerance tests showed that iron resorption was poor 
in some cases, even though the patients generally 
assimilated therapeutic iron well. It did not appear, 
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however, that any of them had an absolute in- 
capacity to resorb iron, as poor resorption may sub- 
sequently be followed by a markedly positive re- 
sorption curve. There was no absolute agreement 
between the tolerance tests and the effect of therapy. 
The intravenous tolerance tests illustrated the well 
known fact that the disappearance of iron from the 
blood stream is more rapid in anemic than in non- 
anemic persons. Even though it was not possible 
to determine the iron resorption from alimentary 
sources, the experiments with therapeutic iron were 
believed to be significant. In the first place, they 
afforded an explanation of why it was sometimes 
difficult to obtain an effect, and especially a com- 
plete effect, of peroral therapy in these patients. 
Secondly, it was reasonable to believe that individ- 
uals who had difficulty in resorbing therapeutic 
iron did not have the capacity to assimilate alimen- 
tary iron. That all of the partially gastrectomized 
patients do not become anemic is due both to the 
fact that resorption failure is not general, and more- 
over that there will always be a ratio between the 
loss of iron and the capacity to resorb alimentary 
iron. This explains why women in the menstruating 
age group form such a large proportion of the anemic 
patients. 

The clinical symptoms of anemia were quite typi- 
cal. More than one-third of the anemic patients 
exhibited sideropenic epithelial symptoms. In no 
case were there signs of severe funicular sclerosis. 
As the anemia improved, the dyspeptic symptoms 
usually improved also. Anemic women usually ad- 
mitted that menstrual bleeding was more severe 
after the anemia was cured. Iron deficiency anemia 
was demonstrated in 2 small children born to anemic 
partially gastrectomized mothers, and a third child 
had been treated for anemia at the age of 1 year. 
If the same holds true for the children of other iron 
deficient, anemic mothers, this affords a theoretical 
explanation of the so-called heredity of iron deficien- 
cy anemia and chlorosis, and their relation to so- 
called achylic anemia. §Orvitte F. Grimes, M.D. 


Benign Tumors of the Stomach (Tumeurs bénignes 
de Vestomac). A. GELIN. Acta gastroenter. belg., 
1950, 13: IOIS. 

The author discusses the symptomatology of be- 
nign tumors of the stomach and reports 3 cases, 1 of 
which was a lipoma, the second a neurinoma, and 
the third a leiomyoma. 

There is no clinical picture characteristic of these 
tumors. Most of them remain silent or present 
vague symptoms of heaviness in the epigastrium, 
nausea, and postprandial pain. Frequently compli- 
cations like massive hemorrhage or pyloric stenosis 
lead to their discovery. 

Roentgenographic examination suggests the be- 
nign nature of a tumor; however, confirmation can 
be achieved only by histologic examination. Small 
tumors which cannot be visualized with x-rays can 
often be discovered by gastroscopy, provided that 
they are not located in the submucosa. 
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As malignant degeneration occurs frequently in 
these tumors they should be removed surgically if 
possible. WERNER M. Sotmitz, M.D. 


Infusion Therapy After Operations on the Stomach. 
(Zur Infusionstherapie nach Eingriffen am Magen). 
M. ScHWAIGER and K. ScHMEISER. Chirurg, 1950, 
21: 613. 

Instead of venoclysis, rectal drip is used after op- 
erations on the stomach in the Department of 
Surgery at the University of Heidelberg because the 
intravenous administration of fluids may not only 
overload the circulation but also provoke nausea, 
vomiting, accumulation of secretion, and stasis in the 
stomach or its stump, as well as gastric atony. 

Cohnheim and Lichtheim and also Thies found 
edematous conditions of the mesentery, pancreas, 
salivary glands, and of the stomach wall to be 
sequelae of venoclysis. 

To determine whether such changes in the stomach 
were attributable to venoclysis or were purely co- 
incidental, the authors either ligated the duodenal 
bulb of dogs and then performed gastrostomy, or 
resected the stomach of dogs according to the Hof- 
meister modification of the Billroth II method. 
After the operation physiologic saline solution was 
slowly infused through the femoral vein. The amount 
of solution, ranging from 500 to 1,000 c.c., corre- 
sponded to from 2,000 to 5,000 c.c. given to a man 
weighing 70 kgm. Physiologic saline, hypertonic 
saline, or 5 per cent glucose solution was intro- 
duced into the control animals. The dogs were 
sacrificed after 5 to 14 hours. A _ considerable 
thickening of the stomach wall was found in all of 
the animals given no less than 1,000 c.c., the type 
of operation having no bearing on this finding. 
The edema involved the cardia, the fundus, and the 
upper part of the corpus, but not the antrum or the 
pylorus. Slight ascites and edema of the mesentery 
but no pulmonary edema were present. A much 
lesser degree of edematous swelling of the gastric 
wall was produced by hypertonic saline solution, 
and no such swelling was produced by isotonic 
dextrose solution. 

In another series of experiments, saline solution 
tagged with radioactive sodium was used. The re- 
sults showed that a considerable portion of the saline 
solution was already leaving the circulation during 
the infusion, that a certain amount was accumulat- 
ing in the loose submucosa of the upper half of the 
stomach, and that radioactive sodium was de- 
monstrable in the gastric secretion before the veno- 
clysis was finished. 

The authors conclude that during the postop- 
erative period intravenous infusion of isotonic saline 
solution should be avoided or at least limited to 
small amounts. Rectal administration of physio- 
logic saline solution by the drip method, or the 
intravenous administration of 5 per cent glucose, 
plasma, or one of the plasma substitutes, such as 
dextran, is believed to be preferable. 

Joseru K. Narat, M.D. 
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Historical and Critical Essay on the Influence of 
the Pancreas in High Obstruction of the Intes- 
tine (Essai historique et critique sur l’influence du 
pancréas dans l’obstruction haute de l’intestin). J. 
Bottin. Acta chir. belg., 1950, 49: 812. 


It has been known for a long time that more or less 
severe lesions of the pancreas are found in high ob- 
struction of the intestine. These lesions include 
necrosis of the parenchymatous cells, edema, con- 
gestion, and hemorrhage. In numerous experiments 
on dogs, the author found these necroses to be pres- 
ent regularly although in very different degrees. 
Frequently the gland appeared grossly normal but 
histologic examination revealed some necrosis in 
all cases. 

The pathogenesis of these necroses in high ob- 
struction has been a matter of discussion for a long 
time. Reflux of the duodenal juice may play a role. 
The author was able to show that as little as one 
drop of duodenal juice activates as much as 20 C.c. 
of pancreatic juice, changing the trypsinogen to 
trypsin. 

To prove that intestinal obstruction as such, and 
no other factor, is responsible for the necrosis, the 
author produced obstruction in a series of 8 dogs, 
and 2 control animals were subjected to laparotomy 
and manipulations designed to obstruct the intestine 
but no obstruction occurred. The 8 animals in 
which obstruction was produced all showed typical 
lesions of the parenchymatous cells, but the 2 con- 
trol animals did not present any abnormal histologic 
findings in the pancreas. 

Some writers have stated that pancreatic lesions 
occur only if the mesenteric vessels of the obstructed 
loop are involved also. The author disagrees with 
this opinion and believes that the obstruction as 
such, rather than alteration of the mesenteric vessels, 
gives rise to the necrosis. 

Animal experiments showed that dehydration and 
demineralization play an important role in death 
following high intestinal obstruction. However, they 
alone do not account for the whole picture. 

Summarizing his article, the author states that an 
intoxication originating in the pancreas and resem- 
bling xanthoprotein poisoning is the primary cause 
of the grave condition and death of the animals, 
and that dehydration and demineralization are se- 
quelae of this intoxication. 

WERNER M. Sotmitz, M.D. 


Bleeding Duodenal Ulcer in Infancy: A Surgical 
Problem; Report of 2 Cases Treated Successfully 
by Surgery. GEorGE W. PLuMMER and SAMUEL J. 
Stasins. J. Pediat., S. Louis, 1950, 37: 899. 


Two cases of bleeding duodenal ulcer in female 
infants under 1 year of age are reported as having 
been successfully treated by surgery during acute 
hemorrhage. Bleeding duodenal ulcer should always 
be seriously considered in the differential diagnosis 
of gastrointestinal hemorrhage in infancy. Hema- 
temesis is not a necessary criterion to establish the 
diagnosis. The margin of safety in conservative 
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treatment of this condition in the infant is consider- 
ably reduced in contrast to that in the adult. The 
advances in preoperative and postoperative care 
combined with modern surgical technique remove 
this condition from the hopeless field of therapy. 
Cartes Baron, M.D. 


Malignant Tumors of the Duodenum. Davin HENRY 
Porer. South. M.J., 1951, 44: 29. 


Malignant tumors of the duodenum are very rare; 
about 0.3 per cent of all intestinal tract carcinomas 
are of the duodenum. These tumors may be classi- 
fied as (1) carcinoma of the ampulla of Vater, 
(2) carcinoid, (3) sarcoma, and (4) other carcinomas. 

The symptoms depend upon the site of growth, 
the extent of involvement, and the type of tumor, 
and the presenting symptoms can be obstruction, 
pain, hemorrhage, and jaundice. 

Diagnosis depends upon the proper evaluation of 
symptoms, careful and accurate roentgenologic ex- 
amination, the employment of intubation, and the 
cytologic examination of duodenal washings. If the 
diagnosis is made early enough, and radical surgery 
is possible, duodenectomy and subtotal pancreatec- 
tomy may lead to 5 year cures. 

Ey Exriotr Lazarus, M.D. 


Congenital Atresia of the Ileum; A Report of 5 
Successfully Treated Cases. W. H. Snyper, J. R. 
VosKampP, and LAWRENCE CHAFFIN. West. J. Surg., 
1950, 58: 638. 

Until recently only 20 cases of congenital atresia 
of the ileum which were treated satisfactorily were 
reported in the literature. The authors report 5 addi- 
tional cases, in which the credit for success of the 
treatment was ascribed to the preoperative care of 
the patient. The patients were put into metabolic 
balance with blood, saline solution, glucose and 
water, and antibiotics. 

Surgery was performed under drop ether anes- 
thesia. The atretic bowel was removed and side-to- 
side anastomosis performed. The postoperative care 
included early feeding, and the administration of 
electrolytes and antibiotics. 

It is believed that the mortality from intestinal 
atresia can be significantly reduced only by early 
diagnosis and approved surgical technique. 

STEPHEN A. ZIEMAN, M.D. 


Evaluation of Colostomy for Present Day Surgery; 
Review of 4,939 Cases of Injury of the Colon and 
Rectum. Davin HEnry PorEr. Arch. Surg., 1950, 
61: 1058. 


A brief history of colostomy is presented in which 
the long-standing attitude of conservatism toward 
its use is indicated. Also noted is the change that 
has occurred with regard to this conservative atti- 
tude, largely as a consequence of the favorable re- 
sults achieved by military surgeons in World War II. 

Selected from reports of the period from 1939 to 
1949, a group of 4,939 cases of injury to the rectum 
and colon, in which colostomy was used, is reviewed. 
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Of these, 2,837 cases represent patients in whom the 
primary treatment consisted of colostomy alone. 
The remaining 2,102 are cases of a functioning 
colostomy stoma in which closure was performed. 
The over-all mortality rate in the former group was 
found to be 31.4 per cent. For the group of patients 
in whom closure was done, the mortality rate was 
0.5 per cent. 

Consideration of the figures from military sources 
shows clearly that the liberal use of colostomy, with 
exteriorization of the bowel to some degree, has been 
the greatest single factor in the reduction of mor- 
tality in the management of injuries of the colon and 
rectum. 

Concerning techniques of operation, in cases of 
wounds distal to the ileocecal valve, treatment by 
exteriorization has been found a safer procedure than 
suture. It is noted, however, that suture with proxi- 
mal colostomy may be the only procedure possible 
in treating wounds of the lower sigmoid and the 
intraperitoneal area of the rectum. 

In any case in which complete defunctionalization 
of the distal end of the bowel is desired, diversion 
of the fecal current must be accomplished. Cases in 
which complete fecal diversion is obligatory are those 
in which there are extraperitoneal wounds to the 
rectum and, particularly, those with involvement of 
bone or cutaneous sinuses. 

Intraperitoneal closure of a colostomy not only 
is a safer method than extraperitoneal closure, but 
affords more satisfactory results. Chemotherapy 
has proved a valuable adjunct in the performance 
of intraperitoneal closures, and has helped to extend 
the scope of this method. 

Colostomy can be performed with a minimum of 
sickness and inconvenience, or deaths, in patients 
with injuries to the large bowel. This procedure 
should be used in any case of injury to the colon or 
rectum in which decompression or defunctionaliza- 
tion is indicated. CHARLES Baron, M.D. 


The Rationale of the Surgical Treatment of Carci- 
noma of the Sigmoid with Bladder Involve- 
ment (La valeur du traitement chirurgical dan les 
cancers du sigmoide avec envahissement vésical). 
Jean VILiar, RouyErE, and TournEAvu. Bordeaux 
chir., 1950, 3: 109. 

Sigmoid-vesical fistulas arising from malignant 
disease are less common than fistulas which develop 
from the complications of sigmoid diverticulitis. 
Malignant fistulas result from the direct apposition 
of adjacent organs. It is not unusual that many pa- 
tients suffering from such complications are com- 
pletely free from symptoms. 

The malignant invasion is not always demon- 
strable on cystoscopic examination, even though the 
symptoms may strongly suggest the presence of such 
involvement. The: localization of the malignant 
extension is important for it oftentimes determines 
the surgical procedure necessary. If the malignant 
involvement has occurred low in the bladder near 
the trigone, and therefore near the ureteral orifices, 
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a colostomy may be the only procedure indicated. 
On the other hand, if the bladder involvement is 
high, a partial cystectomy allowing an en bloc exci- 
sion of the entire area along with a sigmoid resection 
may be most advantageous. The results of such 
extensive surgery are encouraging with respect to 
the rather advanced state of the malignant disease 
which confronts the surgeon. 
OrVILLE F. Grimes, M.D. 


Chemotherapeutics and Antibiotics in Interven- 
tions at the Colon and Rectum (Chemothera- 
peutica und Antibiotica bei Eingriffen am Dickdarm 
und Mastdarm). R. ZENKER and F. Gro. Chi- 
Turg, 1950, 21: 661. 

Before the era of chemotherapy and antibiotics, 
the mortality after radical operation for carcinoma 
of the colon was as high as 30 per cent (according 
to a report given in 1940 by Schmieden, one of the 
foremost German surgeons). Preoperative treat- 
ment of the colon with antibiotics and sulfonamides 
has changed this gloomy picture fundamentally. 

Three groups of bacteria are normally found in the 
colon; 75 per cent of them are in the group of Es- 
cherichia coli, and the remaining 25 per cent con- 
sists of different species of streptococci and clostridia. 
To evaluate correctly the bacteriostatic effect of 
sulfa compounds, penicillin, and streptomycin, it is 
necessary to add para-aminobenzoic acid, penicil- 
linase, and semi-carbazon hydrochloride, respective- 
ly, to the specimen, otherwise the bacteriostatic 
action continues after defecation and leads to errone- 
ous results. 

An easy and reliable method to determine the 
number of bacteria per gram of fecal matter has 
been developed by Poth in this country. Reducing 
the amount to not more than 1,000 organisms per 
gram by bacteriostatic treatment is considered suf- 
ficient to insure safe surgery in the colon. 

As most sulfonamides are resorbedin the stomach 
and small intestine only slowly, resorbable com- 
pounds like sulfasuxidine or sulfathalidine can be 
used. These compounds are very effective on the 
bacillus coli group, destroying 60 to 80 per cent 
within 7 days, but have little influence on strepto- 
cocci and clostridia. Therefore, streptomycin should 
be given in addition to a sulfonamide compound 
during the preoperative period. 

The authors give a slowly soluble sulfa preparation 
(Formo-Cibazol) for 7 days in decreasing doses, 
beginning with 15 gm. the first day, 12 gm. the sec- 
ond day, and 9 gm. the third to the seventh day. 
During the last 2 days of this period 2 gm. of 
streptomycin daily are added. Streptomycin should 
not be given for more than 2 days because of the 
danger of developing resistant organisms. It is im- 
portant that the operation be performed immedi- 
ately after the second day of streptomycin. In one 
case in which the operation was postponed for 5 
days, the patient died of peritonitis. In this par- 
ticular case the amount of bacillus coli had been 
reduced to 300 per gram at the end of the preopera- 
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tive treatment but had risen again to 2 millions per 
gram in a specimen taken during the intervention. 

Aureomycin and chloromycetin are also quite ef- 
fective in reducing the number of bacteria in the 
colon. Although aureomycin is easily resorbed in the 
higher portions of the intestine, the feces contain 
enough of the drug after ingestion of 1 gm. aureo- 
mycin to reduce the number of bacteria effectively. 

In certain operations modifications of the routine 
are necessary. In the three-stage resection of the 
colon, or in abdominosacral resection of the rectum 
the oral treatment is omitted and the drugs are in- 
stilled in the artificial anus in the morning and in the 
natural anus in the evening. 

In addition to the preoperative treatment, a mix- 
ture of penicillin, streptomycin, and sulfathiazole is 
deposited in the operative field through a rubber 
tube, at the end of the operation. 

The results are impressive. In most cases the 
postoperative course is afebrile, and the wounds heal 
in a surprisingly short time. The postoperative mor- 
tality has been lowered from about 20 to from 3 to 
5 per cent. WERNER M. Sotmitz, M.D. 
Adenoma of the Rectum and Sigmoid Colon: Inci- 

dence Revealed by Proctosigmoidoscopic Exam- 
ination of a Group of Patients Free of Com- 
plaints Referable to the Colon and Rectum. 
Epwarp W. Haucu, Louis A. Burr, J. ARNOLD 
BARGEN, and Lucian A. SmitH. Gastroenterology, 
1950, 16: 669. 

According to a report of the Federal Security 
Agency, carcinoma of the colon accounted for near- 
ly 33,000 deaths in the United States of America 
in 1947. Recent investigations have proved that 
persons often have adenomatous lesions of the colon 
without evident symptoms. The authors’ investi- 
gation was undertaken in order to obtain informa- 
tion regarding the value of routine proctosigmoid- 
oscopic examinations. Examinations of this type 
were made in a consecutive series of 2,161 patients 


' from two sections of internal medicine of the Mayo 


Clinic for the sole purpose of attempting to deter- 
mine this point. 

Approximately 17,000 patients were examined in 
the two sections during the period of observation. 
On initial examination it was determined that each 
of the 2,161 patients lacked such symptoms and 
signs as rectal bleeding, pain, anal pruritus, diar- 
rhea, “hemorrhoids,” lower abdominal cramps, and, 
in fact, any recent change of bowel habit. At the 
conclusion of the observation period, which lasted 21 
months, closer review of the records of these 2,161 
patients revealed that only 1,919 were entirely free 
of symptoms referable to the colon and rectum. 

Although it is generally agreed that about 70 
per cent of all adenomatous growths of the large 
bowel can be discovered by proctosigmoidoscopy, 
there is some disagreement as to the relative inci- 
dence of malignancy of rectal and sigmoidal ade- 
nomas. In general, however, it is believed that 
nearly all such lesions, regardless of size and whether 
sessile or pedunculated, are potentially malignant. 
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This study revealed that beyond the age of 30 
years there is an increasing incidence of rectal and 
sigmoidal adenomas. Probably proctosigmoidoscopic 
examinations should be performed on all patients 
(especially men) who are 45 years of age or older 
as part of a “routine” physical examination. This 
study indicated that approximately 8 per cent of 
persons in the fifth decade harbor rectal or sig- 
moidal adenomas without evident symptoms. Cer- 
tainly this threat of malignancy should be eradi- 
cated by fulguration of the adenoma or by some 
equally efficient method of destruction of the growth. 


Clinical and Pathological Remarks on Multiple 
Rectocolic Cancers (Considérations cliniques et 
pathologiques au sujet des cancers rectocoliques 
multiples). Paut DESAIVE and ELIE MONNOYER. 
Acta gastroenter. belg., 1950, 13: 999. 


Multiple primary carcinomas have been described 
in different organs, including the skin, kidneys, 
tendons, meninges, liver, breast, stomach, jejunum, 
and colon. 

The authors report in detail the case of a man 60 
years of age who complained of vague malaise in the 
left iliac area. A slightly tender mass was found, 
and x-ray examination revealed two separate tumors 
of the colon. At laparotomy two tumors of the sig- 
moid were found, one of which was located 12 cm. 
distally from the descending colon, the other at the 
flexure between the horizontal and prerectal portion 
of the sigmoid. Resection of the sigmoid was per- 
formed. 

The problem of multiple carcinomas of the colon 
and rectum is discussed. Multiple tumors caused 
by implantation or metastasis along the lymph 
vessels do not belong in this category. Different 
theories have been proposed to explain true primary 
multiplicity. Pre-existing benign tumors, especially 
polyps, may degenerate into cancers, simultaneously 
or successively. In the majority of cases one has to 
assume that in some individuals there is a predis- 
position of certain tissues or organs to develop 
primary cancers. Some authors believe that endo- 
crine factors are responsible for this predisposition. 

WERNER M. Sotmitz, M.D. 


Resection of the Rectum for Cancer (Sur le résection 
du rectum pour cancer). J. F. NuBoErR. Arch. chir. 
Neerl., 1950, 2: 111. 


In Holland radical combined abdominoperineal 
resection with the establishment of a permanent 
abdominal artificial anus (Miles operation) has been 
the treatment of choice for cancer of the rectum. 
Only in the past several years has Nuboer of the 
Surgical Clinic of Utrecht used a sphincter-preserv- 
ing operation in some cases in which the lesion was 
situated above the ampulla. 

Details of his pull-through technique include mo- 
bilization of the sigmoid and rectum through an 
abdominal incision. The coccyx is then resected 
through a perineal incision. Care is taken to remove 
about 15 cm. of bowel proximal to the tumor and 
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about 5 cm. of rectum distal to it. The anal mucous 
membrane and the anal sphincters are preserved. 
The posterior wound is tightly closed around a rub- 
ber drain. A temporary abdominal colostomy is 
made at the conclusion of the operation. 

During a 6 year period prior to February, 1949 
16 cancers were removed by the radical abdomino- 
perineal technique with a mortality of 19 per cent, 
and 16 by the pull-through technique with a mor- 
tality of 12.5 per cent. 

FREDERICK W. PrEstTON, M.D. 


The Surgeon’s Approach to the Problem of Ali- 
mentary Tract Malignancy. OwEN H. WANGEN- 
STEEN. J. Lancet, 1950, 70: 411. 


The entire problem of malignancy of the alimen- 
tary tract is reviewed in this scholarly presentation. 
Special comment is made upon four points: (1) the 
“second look” procedure for lymph node positive 
cases; (2) the use of tracheotomy in aged, debilitated 
patients undergoing formidable abdominal opera- 
tions; (3) superradical mastectomy, and (4) a clini- 
copathological classification of cancer. 

On the basis of Dukes’ classification the patients 
with group C involvement (lymph node involve- 
ment) have been re-explored for a “second look” 
after an interval of 4 to 6 months. This procedure 
has been in operation for a little over a year. Most 
patients see the reasonableness of the suggestion and 
accept re-exploration without much opposition. Re- 
exploration has been negative in most patients who 
initially presented involvement of only a few of the 
excised lymph nodes. Three extensive B lesions 
have been re-explored, but apparently all of the can- 
cer was excised at the first operation. It is too early 
to determine whether experience will justify this 
need of a second look. 

The author prefers to use tracheotomy during the 
postoperative period on slight provocation. It has 
proved to be a-lifesaving procedure in many old pa- 
tients too ill or weak to cough. ‘‘When a patient has 
a tracheotomy tube in place, the special nurse in 
constant attendance becomes a better guardian of 
the patient’s safety than the most expert broncho- 
scopist on the staff.” 

The author has extended the operation for cancer 
of the breast to include a routine supraclavicular dis- 
section and bilateral excision of the internal mam- 
mary chain of the lymph nodes, together with a 
mediastinal dissection. Interestingly enough, cancer 
involvement beyond the reach of the conventional 
Halsted operation has been found in 60 per cent of 
the patients submitted to this type of operative pro- 
cedure. 

The serial section studies of lymph nodes by 
Saphir of the Michael Reese Hospital in Chicago 
have shown, in breast carcinoma, that the report of 
no involvement (following the usual microscopic 
method employed in most hospital laboratories) is 
unreliable. In 30 patients with breast carcinoma in 
which the axillary lymph nodes were “negative”’ for 
carcinoma as revealed by the usual methods of 
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study, Saphir found on serial section microscopic 
evidence of carcinoma in 10 patients. The signifi- 
cance of these findings is obvious; the enormity of 
the labor involved is also apparent. Yet, this samp- 
ling type of study should be undertaken in every 
malignancy to afford better criteria upon which more 
reliable judgment may be expressed with reference 
to the important question of the absence or presence 
of microscopic cancer deposits in the lymph nodes. 

No scheme of classifying carcinomas is complete 
without both a clinical and a microscopic study of the 
lesions. 

A more radical surgical approach for all types of 


- carcinoma is recommended. 


Haroip LAurMAN, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Cavernous Hemangioma of the Left Lobe of the 
Liver; Successfully Performed Lobectomy (Ex- 
tirpagdo total do lobo esquerdo do figado em um 
caso de hemangioma cavernoso. Cura). FERNANDO 
PauLtino, PEpRO Brito PEREIRA, and AYDANO 
PIMENTEL. Rev. brasil. cirurg., 1950, 20: 839. 


The authors report on a case of large cavernous 
hemangioma originating in the left lobe of the liver. 
They were able to remove the entire left lobe and 
the patient made a quick and complete recovery. 
Gel foam proved to be extremely successful in con- 
trolling the bleeding from the liver. 

Cavernous hemangioma of the liver occurs infre- 
quently. Although Keen reported 3 cases as early as 
1899, in which he successfully performed operation, 
the total number described in the literature up till 
the present time is still very small. 

The authors believe that preoperative diagnosis of 
liver hemangioma is difficult and that surgical man- 
agement of the condition is a serious problem. Un- 
controllable bleeding and postoperative liver insuf- 
ficiency are the greatest dangers in liver surgery. 
The introduction of gel foam as a hemostatic agent 
has reduced the operative risk. The systemic use 
of antibiotics and the carefully balanced diet (with 
high caloric values, and rich in protein and carbo- 
hydrates, but poor in fats), given before and after 
the intervention are absolute requirements. The 
authors emphasize, finally, that the liver function 
should be carefully evaluated before the operation is 
done in order that any deficiency which might in- 
crease the surgical risk can be detected. 

Otca M. Harine, M.D. 


A Case of Abdominobronchial Fistula After Chole- 
cystitis (Przetoka oskrzelowo-brzuszna jako powi- 
klanie zapalenia dr6ég Zélciowych). S. Sox6t and 
G. Smicretski. Polski prezegl. chir., 1950, 22: 647. 


The authors analyze a case of abdominobronchial 
fistula following a subphrenic abscess due to acute 
cholecystitis and cholangitis. The primary affection 
had been incorrectly diagnosed and operation had 
been done for empyema of the right pleura. 
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After the cholecystectomy the patient developed 
an abdominal fistula communicating with the right 
bronchial tree. The lipiodol introduced through the 
abdominal opening filled the right, and partially the 
left, bronchial tubes> 

In the discussion of the case the authors review 
the diagnosis and treatment of this complication. 


Epidermoid Cancer of the Gall Bladder. Anatomo- 
clinical Study of a Case (Carcinoma epidermoide 
de la vesficula biliar. Estudio andtomo-clinico de 
un caso). FERNANDO MILANES, ANIBAL Causa, and 
Jesus T. FERNANDEZ. Sem. méd., B. Air., 1950, 57: 
983. 

A 48 year old white woman began to suffer, 5 
months previously, from mild pains in the right side 
of the abdomen. The pains were fairly constant, did 
not radiate, and bore no relationship to food taking. 
Later a small tumor in the general area of the pains 
was noted. This tumor was painful to pressure and 
was increasing in size. 

Palpation disclosed a mass the size of an orange 
which was hard, relatively fixed in position, and 
nodular. The tumefaction could be easily delimited 
below and laterally, but superiorly it continued be- 
neath the costal arch. There was tympany on per- 
cussion due to adhesions with the colon. There was 
present a discrete anemia, the sedimentation rate of 
the erythrocytes was somewhat accelerated, and 
cholecystography indicated an exclusion of the gall 
bladder. There were sporadic elevations of tem- 
perature and a discrete leucocytosis. 

Laparotomy disclosed a tumor mass connected 
with the gall bladder and adherent to the liver and 
colon. There were some nearby metastatic nodules 
in the liver. The neoplasm was extirpated together 
with the gall bladder, the vesical bed, and the con- 
tiguous tissues of the liver itself. The immediate 
and postoperative results have been excellent. 

Anatomically, the tumor was disclosed to be hard, 
fibrous, and inseparable from the fundus of the gall 
bladder. The gall bladder itself was filled with the 
intravesical portion of the tumor, with gall stones 
and with a milky fluid without trace of bile. A lymph 
gland at the neck of the bladder was involved in the 
neoplastic invasive process. 

The tumor parenchyma was composed of epider- 
moid cells with the characteristic intercellular 
bridges of malphigian cells. Dyskeratosis, parakera- 
tosis and a suggestion of epithelial pearl formation 
were evident in places. In the liver neoplastic 
cellular columns with the characteristic intercellular 
bridges were visible. Some cellular masses formed 
intravascular thrombi in the lymphatics. There was 
some infiltration of lymphocytes and plasma cells. 
The neighboring liver cells were in part atrophic and 
in part infiltrated with fat. 

The authors identify this process as an epidermoid 
carcinoma of the gall bladder. This epithelial com- 
ponent in an organ such as the gall bladder, where 
such tissue does not normally occur, is of extremely 
rare occurrence. 





554 


The authors do not consider the pathogenic sig- 
nificance of the concomitant gall stones; however, 
they think that there is undoubtedly some relation- 
ship between the two conditions. 

Joun W. BRENNAN, M.D. 


Carcinoma of the Pancreas; Diagnostic and Opera- 
tive Criteria Based on 100 Consecutive Autop- 
sies. STANLEY MIKAL and ALEXANDER J. A. CAMP- 
BELL. Surgery, 1950, 28: 963. 

One hundred cases of carcinoma of the pancreas 
and 8 cases of carcinoma of the papilla of Vater 
consecutively autopsied at the Boston City Hospital 
have been reviewed. Two-thirds of the pancreatic 
carcinomas occurred in the head of the pancreas and 
one-third occurred in the body and tail of the pan- 
creas. 

Carcinoma of the pancreas predominantly affected 
males in a ratio of 2 to 1, and usually became mani- 
fest after the fifth decade of life. 

Pancreatitis was present in 49 per cent of the pa- 
tients with carcinoma of the pancreas, intrapan- 
creatic fat necrosis was present in 23 per cent, and 
pancreatic cysts were present in 15 per cent. Pan- 
creatic fibrosis was noted in 84 per cent of the 
patients with pancreatic carcinoma, and in approxi- 
mately one-third of the patients with carcinoma of 
the papilla of Vater. 

Dilatation of the common bile duct was a more 
accurate indicator of Courvoisier’s law than a dilated 
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gall bladder. Cholecystitis was present in 42 per 
cent of the patients with carcinoma of the pancreas. 
Stones were found in 20 per cent of the gall bladders 
and in 5 per cent of the common ducts. The advisa- 
bility of using the gall bladder for anastomosis in 
performing radical resections of the pancreas is ques- 
tioned. 

Hepatomegaly, biliary cirrhosis, cholangitis, in- 
trahepatic abscesses, and hepatic metastasis were 
common findings. 

Jaundice was present in 88 per cent of the patients 
with carcinoma of the head of the pancreas, in 27 
per cent of the patients with carcinoma of the body 
and tail, and in 87 per cent of those with carcinoma 
of the papilla of Vater. 

Thrombophlebitis occurred in 18 per cent of the 
patients with carcinoma of the head of the pancreas 
and in 48.5 per cent of those with carcinoma of the 
body and tail. 

Diabetes mellitus was an associated finding in 13 
per cent of the patients with pancreatic carcinoma. 

Malignant ulcers in the duodenum or stomach 
which simulated a benign bleeding peptic ulcer oc- 
curred in 20 per cent of the patients with pancreatic 
carcinoma and in 37.5 per cent of those with Vaterian 
carcinoma. 

At autopsy, 18 of the patients with pancreatic 
carcinoma, and 6 of those with carcinoma of the 
papilla of Vater, were considered to have been op- 
erable. CuHARLEs Baron, M.D. 

















UTERUS 


Syphilis of the Cervix (Sifilis del cuello uterino). JuLio 
MANUEL MorALEs. Obst. gin. lat. amer., 1950, 8: 330. 


This article is based on a study of 12,016 patients 
examined in the Gynecological Department of the 
Hospital de Clinicas Asuncion, during the years 
from 1941 to 1949. The author reports on 8 cases in 
which he found syphilitic lesions on the cervix: 5 in 
the primary and 3 in the secondary stage. He re- 
calls the fact that syphilitic infection of the cervix 
must be quite common even if it is rarely recognized. 
In 5 patients the ulceration on the neck had the 
clinical characteristics of a chancre: a shining red 
(raw ham) superficial ulceration (covered with a 
grayish secretion in some cases) with somewhat ele- 
vated edges and induration. In 3 other cases the 
lesions were of a maculate or papuloid type. Biopsies 
were routinely performed in all patients. The micro- 
scopic findings confirmed -the diagnosis of the speci- 
ficity of the lesions: there was a marked peri- 
vascular round cell infiltration with numerous plasma 
cells and giant cells. Little loss of the surface epith- 
elium was seen in the primary stages, whereas in the 
secondary stage the loss of epithelium was more 
significant and ulceration was present. The sero- 
logical reaction was strongly positive in every case, 
and the quick response to antisyphilitic treatment 
reinforced the correctness of the diagnosis. 

The author expresses the opinion that more cases 
of syphilitic infection of the cervix would be found 
if all the atypical cervical ulcerations would be 
subjected to biopsy routinely to determine whether 
they were syphilitic infections. 

Oca M. Harinec, M.D. 


Studies on the Morphogenesis of Squamous Cell 
Carcinoma of the Uterine Cervix. Studies on 
Precancerous Lesions of the Cervix in Tissue 
Cultures (Studien ueber die Morphogenese des 
Plattenepithelkarzinoms der Portio vaginalis uteri). 
EricH GLATTHAAR. Schweiz. Zschr. allg. Path., 1950, 
13: Supp. 

Amputation of the cervix or excision of a portion 
of it for diagnostic purposes has been replaced by 
repeated curettage of the cervical epithelium in 
places in which Schiller’s test gives negative results. 
A small, sharp curette serves the purpose better than 
other instruments. 

The author is of the opinion that the treatment of 


precancerous lesions should be elective because epi-. 


thelial changes are not always identical and do not 
give the same prognosis in each instance. In order to 
differentiate the various stages of histologic changes 
he resorted to tissue cultures which were examined 
by means of the so-called “phase contrast micro- 
scope” introduced by Zernicke. This instrument al- 
lows study of the morphology of living cells. 
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From the morphogenetic point of view, 2 phases 
may be distinguished in the development of carci- 
noma of the cervix: (1) intraepithelial dedifferentia- 
tion, and (2) invasive growth. The first phase may 
remain reversible for a long time. Cancer starts 
when the morphologic and biologic degeneration of 
the cells becomes irreversible. This evolution theory 
is preferred by the author to the mutation theory be- 
cause in tissue cultures there is no sharp distinction 
between carcinomatous cells and normal cells, and 
various transitional formations may be observed. 

The employment of phase contrast microscopy 
represents a method of functional diagnosis of pre- 
cancerous lesions and may supplement the histo- 
pathologic diagnosis. Joseru K. Narat, M.D. 


The Problem of Uterine Carcinoma of Hormonal 
Origin (Il problema del cancro uterino di origine 
ormonale). Masstmo Maccriotta. Riv. ital. gin., 
1950, 33: 329. 

A case of cystic hyperplasia of the endometrium 
associated with adenocarcinoma is reported in sup- 
port of the opinion that hyperplasia predisposes to 
malignant degeneration. 

The patient was a 47 year old woman who com- 
plained of menorrhagia and metrorrhagia of 24 and 
12 months’ duration, respectively. The uterus was 
found to be somewhat enlarged with multiple small 
fibromyomas. The endometrium was greatly thick- 
ened and edematous. Many mitotic figures were 
discernible, and atypical epithelial elements and 
round cell infiltrations were scattered throughout. 
The diagnosis of adenocarcinoma of pluricentric 
origin was made. Roentgen therapy was given. 
The patient died of carcinoma 15 months later. 

The case is presented as a clear-cut example of 
malignant degeneration resulting from hyperplasia 
of the endometrium. The hormonal implications of 
this phenomenon are discussed. 

EpitH B. FARNSwortH, M.D. 


Cancer of the Cervical Stump. AacE LACHMANN. 
Acta obst. gyn., scand., 1950, 30: 169. 


Among 5,213 cases of cancer of the cervix in pa- 
tients seen and treated at the Radiumhemmet in 
Stockholm, in the years from 1914 to 1944, there were 
73 cases of cancer of the cervical stump. 

The incidence of cancer of the cervical stump has 
been steadily increasing in the last years of this 
period, the increase being proportional to the increase 
in the number of patients treated by subtotal hys- 
terectomy. Danger of cancer of the stump develop- 
ing after subtotal hysterectomy is, roughly, 1 per 
cent. This is in good agreement with the percentage 
of cancer of the cervix in the age group concerned. 
The 5 year cure rate in cancer of the cervical stump 
was 59 per cent, which is more favorable than the 5 
year cure rate in cancer of the cervix in general. 
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This is probably due to the fact that most patients 
suffering from stump cancer were treated at an 
early stage. 

In “coincident cases’’ of stump cancer, i.e., cases 
in which cancer was probably present at the time 
of operation but was not diagnosed, the prognosis is 
poor. The 5 year cure rate in these cases was o per 
cent, while in the other cases of stump cancer it was 
72 per cent. 

Danger of the development of malignancy in the 
cervical stump is no argument in favor of total 
hysterectomy in benign lesions of the uterus. On 
the other hand, subtotal hysterectomy should not be 
performed unless there is definite evidence that the 
cervix is normal. It is, therefore, of major import- 
ance that the cervix be carefully examined prior to 
operation, and that a biopsy be taken eventually. 

CHARLES Baron, M.D. 


Sarcoma of the Uterus; A Clinicopathologic Study 
of 11 Cases (Sarcoma uterino. Estudio sobre 11 
casos clinicos). G. GALAN N., A. Duran B., and E. 
VALENZUELA G. Bol. Soc. chilena obst. gin., 1950, 
15: 139. 

Sarcomas of the uterus are comparatively rare. 
Although first observed in 1845, the number of cases 
reported up to 1905 was only 416. Recent statistics 
show the occurrence of 1 or 2 sarcomas for every 100 
myomas of the uterus. As compared with the in- 
cidence of epitheliomas in the uterus the rate is about 
I sarcoma for every 50 epitheliomas. 

In this article the authors report on 11 cases ob- 
served among 9,123 patients hospitalized at the 
University Gynecological Clinic of Santiago, Chile, 
during the past 12 years. In the same period the 
number of patients with uterine myomas was 824. 

In the authors’ series of 11 patients affected by 
sarcoma of the uterus, the great majority were elder- 
ly women in their menopause, the average age being 
47 years. The clinical symptoms varied with the 
localization of the tumor. Endometrial growth 
caused a picture similar to that produced by an epi- 
thelioma of the same site, whereas interstitial devel- 
opment imitated the clinical picture of a benign 
growth such as a myoma or fibromyoma. Therefore, 
erroneous diagnoses were frequent and only histo- 
pathological studies revealed the true nature of the 
process. In 6 patients the sarcoma developed in de- 
generated myomas, in the 5 others no other tumors 
were detectable in the uterus. The most common 
clinical symptoms were frequent and irregular bleed- 
ing, leucorrhea, abdominal pains, and loss of weight. 

Surgical treatment was given in ro of the 11 pa- 
tients. Total hysterectomy and bilateral salpingo- 
oophorectomy was done in 5 cases, subtotal hys- 
terectomy in 4 cases, and myectomy was done in 1 
case. The postoperative course was uneventful and 
9 patients are well after 2 to 5 years of observation. 
One patient died several years after the operation 
from pulmonary tuberculosis. 

Microscopically, the tumors vary in general tissue 
structure with transitions which have oblong cells, 


and homogenous structures which have round cells, 
eventually giant cells. Increased cell polymorphism 
and occurrence of mitosis seem to be unfavorable 
prognostic signs. The authors emphasize the signif- 
icance of microscopical investigations in all the my- 
omas of the uterus which show signs of degenerative 
changes. Otca M. Harve, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


On the Morphologic Pathogenesis of Massive Fibro- 
adenomas of the Ovary (Zur morphologischen 
Pathogenese massiver Fibroadenome des Ovars). V. 
Dusrauszky. Geburtsh. & Frauenh., 1950, 10: 731. 


During the operation of 2 patients, for myoma 
uteri with a pseudomucinous cyst of the ovary and 
an old tubal abortion with retrouterine hematocele, 
respectively, one ovary in both cases revealed signs 
of a beginning fibroadenoma, with tumorlike growth 
of the connective tissue, organoid structure, and 
sharp margins of the tumor, besides marked prolifer- 
ation of the epithelium. 

Some of the small cysts of the ovary of the first 
patient contained typical mucous cells, while others 
contained only pseudoxanthoma cells with direct con- 
nections to each other. The ovary of the second pa- 
tient contained a solitary cyst with pseudoxanthoma 
cells and blood pigment in the epithelium. 

Both cases were thought to be abnormal growths 
of the muellerian tubule, probably originating from 
the fallopian tube (endosalpingiosis). 

Similar genesis seems possible for some cases of 
serous and pseudomucinous cysts. 

GERTRUDE J. VAN Eck, M.D. 


Special Tumors of the Ovary and Those with Endo- 
crine Activities (Arrhenoblastoma, Thecoma, Bren- 
ner Tumor, Struma Ovarii) [Tumores especiais e de 
atividade incretora do ovario (arrenoblastoma, te- 
coma, tumor de Brenner, struma ovarii)]. Lucas M. 
MacwHapo and Moacyr A. JuNQUEIRA. An. brasil. 
gin., 1950, 15: 185. 

Five ovarian tumors were selected from a total 
material of 260 observed in the gynecological clinic 
of the University of Minas Gerais, Belo Horizonte, 
Brasil. Two of these neoplasms were Brenner tu- 
mors, I was a thecoma, 1 an arrhenoblastoma, and 
I an ovarian struma. These newgrowths were re- 
ported for the general purpose of adding to the sta- 
tistical material of the national medical literature; 
however, in 1 patient there was an association of a 
Brenner tumor and a thecoma in the same ovary; 
this was regarded by the authors as a unique finding. 

The last-mentioned patient, a 57 year old negress, 
complained of metrorrhagia and painful swelling of 
the lower abdominal region. The uterus was in- 
volved by fibroid growths and, in addition, there 
was present a hard tumor mass involving the right 
ovary. The ovarian mass consisted of a larger (5 by 
4 by 5 cm.) and a smaller (1.5 cm.) nodule. The 
larger mass was whitish in color, and the smaller, 
yellowish. Both nodules were solid in texture. 
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Histologically, the larger of the afore-described 
nodules afforded the typical findings of a Brenner 
tumor, and the smaller, those of a thecoma. The 
endometrium of the uterus was found histologically 
to be in a marked condition of hyperplasia. Its 
glandular structures were large, increased in number, 
and lined with a stratified, or pseudostratified, epi- 
thelium. Some of these glandular cavities were 
cystically enlarged and contained blood. 

The other patient with a Brenner tumor, a 48 
year old negress, also was suffering from metror- 
rhagia and was found to have a fibrotic uterus and 
a tumor of the right ovary; the left ovary exhibited 
only a hematoma of a corpus luteum. The right 
ovary was also found histologically to be involved 
by a Brenner tumor. The endometrium was ap- 
parently normal. 

The arrhenoblastoma was discovered in a 16 year 

old white girl who had menstruated normally since 
she was 11 years of age. Two years previously, 
however, menstruation ceased completely. One year 
ago the patient had noted an increase in her facial 
and body hair (face, chest, thighs, abdomen). The 
breasts were flabby and small, and the clitoris was 
— The voice had assumed a lowered 
yitch. 
Celiotomy in this patient disclosed an orange- 
sized tumor of the left ovary. This neoplasm on 
histological examination proved to be a typical 
arrhenoblastoma. The patient began to menstruate 
23 days after removal of the new growth and the 
body hair seemed even then to be thinning out. 

The patient with the ovarian struma, a 48 year 
old half-breed Indian woman, had had 11 normal 
gestations, the last one occurred 10 years previously. 
Some years before admission she had noted a swelling 
in the lower part of the abdomen which could be felt 
when she was lying down. This mass progressively 
increased in size, with periodic attacks of pain in 
the right lower quadrant of the abdomen. The 
tumor was the size of a fetal head. When opened, 
the cut surface of the mass exhibited a yellowish 
color and a mildly bosselated surface of elastic con- 
sistency. Here and there were seen pseudocysts 
formed by the confluence of the smaller colloid cysts. 
Adherent to this mass was a smaller mass, the size 
of a hazelnut. The latter was cystic and filled with 
substance characteristic of dermoid cysts in gen- 
eral. The other ovary was somewhat increased in 
size and presented a small dermoid cyst centrally. 
Histologically, the tumor mass was typical for a 
simple colloid goiter. This last finding probably 
explained why the patient did not present any evi- 
dence of hyperthyroidism. 

JoHN W. BRENNAN, M.D. 


Ovarian Struma (Lo struma ovarico). LwuiGI DE 


Giorci. Arch. ostet. gin., 1950, 55: 338. 


A 21 year old nullipara had begun to suffer about 
3 years previously from frequent and copious bleed- 
ing which was usually of an anticipative character 
(sometimes twice per month) and which lasted as a 
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rule for 5 or 6 days. These menstrual periods were 
accompanied by pains. Eight days before entering 
the Clinic the patient suddenly experienced shooting 
pains in the right lower part of the abdomen, radi- 
ating into the right thigh and leg. Urinary dis- 
turbances (tenesmus, burning sensation with urina- 
tion) occurred. The right lower quadrant of the 
abdomen was distended and palation disclosed a 
firmly elastic mass which was but slightly movable 
and not especially painful to pressure. 

Laparotomy uncovered a cystic mass, the size of 
an orange, attached by a twisted pedicle to the region 
of the right ovary. The left ovary disclosed a total 
cystic degeneration; the corpus was about twice the 
normal size and rather softer than normal. Bi- 
lateral adnexectomy and subtotal hysterectomy were 
carried out. : 

On cutting open the uterus, the endometrium was 
found to be rather thicker than normal and of a dull 
reddish color. On the right side of the specimen was 
the orange-sized cyst mentioned. This structure was 
ovoid in shape, tensely elastic, and smooth except 
for some areas down near its attachment where there 
were greater thickness of the walls and irregularities 
which turned out to be, in the main, residua of the 
ovarian parenchyma itself. One of these hazelnut- 
sized, roundish prominences, however, proved to 
be the ovarian struma which formed the motive for 
this report. When opened, the main cystic cavity 
was found to contain a dense fluid of sebaceous char- 
acter and containing short bristly hairs. 

Histologically, in the wall of the main cyst, deep 
to the afore-mentioned remnants of ovarian tissue, 
was a layer of connective tissue, poor in nuclei and 
with collagenous aspect. Here were frequent indi- 
cations of hyalinization. The epithelial lining of the 
cyst cavity was, in the main, unistratified epithelium 
consisting of low epithelial cells, scarce protoplasm, 
and deeply staining nuclei. In a few places the epi- 
thelium became pluristratified with indications of 
cornifying changes in the superficial strata; here 
there was also evidence of hair-bearing and sebaceous 
glandular structures and, interspersed, were strands 
of smooth muscle fibers. 

The hazelnut-sized, roundish nodule, referred to 
previously as constituting a struma ovarii, was a 
sessile neoplasm which, on its cut surface, presented 
a fine cystic appearance to the magnifying glass 
and even, in places, to the naked eye. The color was 
grayish with a suggestion of azure; the stroma of the 
pedicle and septa was pure gray. The consistency 
was of a soft, friable character. 

Histological examination of this neoplasm estab- 
lished the thyroid tissue nature of the growth, even 
without the further evidence of iodine content tests 
and tests of biologic activity. In fact, the author 
does not believe that the thyroid, or hyperthyroid, 
activity, attributed to this form of ovarian tumor by 
other writers, has ever been irrefutably established 
(concomitant hyperthyroidism of the normally lo- 
cated gland of the host). The stains used for the 
cystic contents of this tumor failed to disclose the 
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presence of the mucicarmine reaction, which if posi- 
tive would have supported the contentions of Bauer. 
Bauer derived this class of ovarian tumor from in- 
vagination and subsequent cystic neoplastic degen- 
eration of the germinal layer of the ovary, that is, he 
believed that the process represents a perversion of 
the normal physiologic process leading in the normal 
ovary to the development of the graafian follicle, and 
that these tumors should be classed with the pseudo- 
mucinous cystomas. The author admits, of course, 
that this may be true in some instances, but main- 
tains that the tumor here reported was a true ovarian 
struma. Another argument against Bauer’s theory, 
in this instance, was the peculiar, eccentric type of 
growth of the neoplasm. 

The unilaterality of the growth does not argue con- 
clusively against its teratomatous origin; it is be- 
lieved to be an ovarian struma arising from a uni- 
lateral teratoma. JouN W. BRENNAN, M.D. 


EXTERNAL GENITALIA 


Vaginal Plastic Surgery in the Treatment of Lacera- 
tions and Displacements of the Female Genital 
Tract. A Study Based on 1,143 Patients Oper- 
ated upon from January 1, 1938, to January 1, 
1948. Louis E. PHaneur. Am. J. Obst., 1950, 60: 
1068. 


The author discusses the various operative 
methods employed in the treatment of 1,143 women 
who had displacements and lacerations of the genital 
tract (2,176 procedures). In a study such as this, 
the question of postoperative recurrence must be 
given due consideration. Three definite factors are 
of prime importance: namely, the age and. general 
condition of the patient, the condition of the tissues 
that must be brought together for support, and the 
type of work that the patient expects to do following 
operation. The same operative procedure employed 
for the correction of lacerations or vaginal displace- 
ments obviously should give a better result in a 
patient 45 years of age than in one 75 years of age. 
Under ideal conditions a recurrence rate of about 5 
per cent should be expected. The rate increases as 
the years elapse following operations, because of the 
natural atrophy of the tissues. The recurrence may 
take the form of a cystocele, rectocele, enterocele, 
and uterine prolapse of varying degrees. Rarely, a 
combination of all four conditions may be present. 
In the author’s experience, patients with these re- 
currences may be benefited by a second operation. 

The results of vaginoplasty depend, to a great 
extent, on individualizing the patient and choosing 
the best method for the particular condition, rather 
than attempting to adapt a particular method to all 
cases. Ey Exuiotrr Lazarus, M.D. 


Primary Carcinoma of the Vagina (Das primire 
Karzinom der Vagina). H. Huser. Geburtsh. & 
Frauenh., 1950, 10: 879. 


During a 25 year period, 3,473 cases of cancer of 
the female reproductive organs were observed in the 


Gynecologic Clinic of the University of Kiel. The 
vagina was involved in 36 per cent of the entire 
group. During a 27 year period, 152 cases of primary 
cancer of the vagina were recorded. Sixty-nine per 
cent of the patients were more than 50 years of age 
and 1 was only 2 years old. One hundred forty-two 
patients were married. Cancer was more frequent 
among multiparas than among nulliparas. 

Papillary, cauliflowerlike growths, carcinomatous 
ulcers and diffuse, infiltrating carcinomas were found 
in descending order of frequency. 

The posterior vaginal wall was the most frequent 
site of the tumor. 

Squamous cell carcinoma predominated. Ade- 
nomatous cancer was found four times. In 1 of the 
cases the origin from persistent residue of Gartner’s 
duct was demonstrated by the characteristic struc- 
ture. 

Local irritation occupied the main place among 
the conditions that might be considered causative 
factors. The number of patients with prolapse or 
those wearing pessaries was greater in the group with 
cancer of the vagina than that in the group with can- 
cer of other portions of the genital tract. Leuco- 
plakia and senile vaginitis probably play a role also. 

As to therapy, radium treatment proved superior 
to surgical methods: 5 year cures were obtained in 
17.3 per cent of the patients treated with radium and 
in 7.1 per cent of the patients treated surgically. 

Josepu K. Narat, M.D. 


MISCELLANEOUS 


Painful Conditions of the Abdominal Wall and 
Their Treatment. HALFpAN LEFEVRE. Acta obst. 
gyn., scand., 1950, 30: 132. 


Myalgia of the abdominal wall, because of its lo- 
calization, may easily be attributed to the under- 
lying viscera. 

Changes in the abdominal wall may develop by 
reflex, as a result of the diseases of the abdominal 
organs. They are, in other words, symptomatic. 
They may be essential, i.e., produced in the abdom- 
inal wall itself. Sometimes alterations in the tone of 
the abdominal muscles or scar tissue following opera- 
tions, or changes in the spine and hip joints may pro- 
duce pain in the abdominal parietes. 

The various types of abdominal wall changes are 
classified by the author with a discussion of the 
symptomatology and diagnosis. 

Treatment with procaine and its effects were re- 
ported. The best results were obtained in cases in 
which abdominal wall changes were well defined. It 
was recommended that a fan-shaped injection of pro- 
caine should be made previously in the subcutaneous 
tissues and small amounts should be deposited di- 
rectly in the painful regions deeper down. Treat- 
ment with procaine is of great value in functional 
conditions of the abdominal wall, and if improve- 
ment is not obtained after 5 or 6 treatments, then 
deep-seated disease should be sought. 

CHARLES Baron, M.D. 


























Operative Treatment of Radium Fistulas (Zur 
operativen Heilung von Radiumfisteln). H. Srec- 
MUND. Wien. med. Wschr., 1950, 100: 670. 

Fistulas after irradiation of cancer of the female 
genital organs may be due to technical errors, to the 
necessarily large doses of radium, or to disintegration 
of a tumor which had invaded the wall of the urinary 
bladder or the rectum. The danger is particularly 
great when radium is applied after a radical opera- 
tion in cancer of the cervix or when the cancer had 
destroyed the cervix. In such cases the blood supply 
to the bladder and the rectum, and thus their re- 
sistance, may be impaired by the operation, or diffi- 
culties may be encountered in the proper placing of 
radium carriers. 

Radium fistulas show a lesser tendency to heal 
than those following parturition or operation, be- 
cause the surrounding tissues are damaged by ir- 
radiation. Atrophy, telangiectases, poor circulation, 
and loss of elasticity render such tissues useless for 
plastic reconstruction. Sutures cut easily even if the 
bladder or the rectum is widely mobilized. Further- 
more, obliterating endarteritis may cause necrosis of 
the sutured tissues, damaged by irradiation, a long 
time after the operation. 

The author successfully closed 7 fistulas from 1 to 
7 years after irradiation. The longer the period after 
radium treatment the healthier the tissue. At least 
1 year should be allowed to lapse before any attempt 
to close the fistula is made. Sitzbaths and salves 
containing estrogens should be applied before the 
operation, to counteract castration atrophy. Fat 
tissue from the pubic region or from the major labia 
is used as a pedunculated flap for interposition, in 
order to create granulation tissue. The flap is at- 
tached to the sutured fistula and to the bladder 
neck. A retention catheter remains in the bladder 
from 8 to’12 days. 

Preliminary colostomy is employed before the re- 
pair of large rectovaginal fistulas. 

The use of pedunculated flaps of healthy tissue is 
essential for the success of the operation. 

JosEru K. Narat, M.D. 


Experimental Endometriosis. RicHarp W. TE LINDE 
and Rocer B. Scotr. Am. J. Obst., 1950, 60: 1147. 


Two major theories have been widely advocated 
to explain the etiology of external endometriosis. 
Sampson postulated that the retrograde flow of 
desquamated endometrial fragments discharged 
from the fimbriated end of the tube during the men- 
strual flow was responsible for the implantation and 
growth of these particles. Iwanoff, Robert Meyer, 
and Novak thought that abnormal differentiation 
and metaplasia of celomic epithelium was the cause 
of endometriosis. 

In the evaluation of these two theories, one of the 
fundamental questions is whether desquamated men- 
strual endometrium is viable or not. 

Experiments to elucidate this problem were car- 
ried out by the authors on female macacus rhesus 
monkeys. In their preliminary work they were able 
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to confirm that autologous transplants of non- 
menstruating and gestational endometrium were 
viable. After opening the uterus with a longitudinal 
incision the endometrium was excised from the 
fundus and cut into small fragments which were 
transplanted to the anterior and posterior cul-de-sac, 
rectal wall, broad ligaments, one or both ovaries, 
cecal wall, and the sides of the abdominal incision. 
Viable transplants with endometrial glands, stroma, 
and adjacent fibrosis were found in at least one area 
in all but 1 of the 7 monkeys, after from 26 to 522 
days of observation. In some instances as many as 
four viable transplants were recovered. The time 
of transplantation relative to the day in the men- 
strual cycle or pregnancy did not appear to affect 
the development of the transplants. 

Next, the question of physiologic viability of cast- 
off, desquamated menstrual endometrium was in- 
vestigated. 

The menstrual flow was diverted from its usual 
vaginal exit, into the intra-abdominal space in the 
following manner: At laparotomy the descending 
branches of the uterine arteries were clamped, cut, 
and tied. The cervix, a few millimeters above the 
vagina, or, in some cases, the vagina was cut across 
and the uterus was either turned through 180 
degrees or shifted to another position within the 
abdomen. The raw surfaces were peritonealized 
and the distal cervical stump or vagina was closed 
and peritonealized. These procedures were all done 
at approximately the midinterval in the menstrual 
cycle; the uterus was gently handled, and the blood 
supply to the uterus and ovaries was carefully 
preserved. At no time was endometrium instru- 
mented in any way. In all of the cases in which the 
cervix was cut across, the incision was made very 
close to the vagina and a biopsy of the proximal 
cervical canal revealed only endocervical tissue. Of 
the 10 monkeys in this group, 5 developed endo- 
metriosis in the fibrous adhesions between the bowel 
and the cervix from 75 to 963 days after the opera- 
tion. However, only 1 animal developed typical 
endometriosis lesions at some distance from the 
turned cervix. In a modification of the described 
method, whereby the amputated proximal cervical 
stump was brought out through the anterior ab- 
dominal wall, the animal developed endometriosis 
in the scar tissue of the abdominal wall 1 year after 
the operation. 

These results seem to be strongly indicative of the 
fact that at least some portion of cast-off menstrual 
endometrium is viable, which tends to support 
Sampson’s implantation theory of endometriosis. 

In discussing this report, Edward Allen pointed 
out that in all but 1 of these animals the endometrial 
lesions occurred only around the newly created 
cervical os. He suggested that this might be another 
example of metaplasia of cervical epithelium exposed 
to a different environment. He described a similar 
experiment of his own in which the cervix had been 
freed from its attachment without transection and 
buried just beneath the rectus fascia, which forced 
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the escape of menstrual flow into the peritoneal 
cavity by way of the tubes. This animal developed 
a widespread endometriosis with all the character- 
istics of that found in the human being, involving 
the wall of the rectosigmoid, the rectovaginal sep- 
tum, the uterine wall, and probably one ovary. 
These lesions required 4 years to develop. 

Emil Novak advocated both the metaplastic and 
the implantation factors in explaining the origin of 
endometriosis, the former being the only acceptable 
theory to account for endometriosis in the umbilicus, 
while implantation may play a role in pelvic endo- 
metriosis. He raised the important question whether 
in these experiments the endometriosis lesions actu- 
ally originated from endometrial tissue transplanted 
from the uterine cavity or whether they were the 
result of metaplastic changes induced by the long- 
continued recurrent irritation of the menstrual blood 
regurgitating into the pelvic cavity. The mere 
presence of celomic potentialities in the peritoneum 
and their possible metaplasia cannot explain en- 
dometriosis, unless some inciting factor arises (which 
Meyer believed to be inflammatory, but which very 
well could be represented by the prolonged irritation 
of menstrual blood). HERBERT TEICHNER, M.D. 


Metastatic Hypernephroma of the Vagina (Hiper- 
nefroma vaginal metastasico). JuAN CARLOS 
AnumApDA and Leoncio A. ArRIGHI. Obst. gin. lat. 
amer., 1950, 8: 393. 

A 42 year old Czechoslovakian woman had been 
pregnant 6 times. She had had 4 normal deliveries 
and 2 abortions. The last abortion had been 9 years 
ago. Three years previously there had been some 
lumbar pains on the right side. Three months pre- 
viously a diathermy coagulation of the uterine cer- 
vix was done for bleeding, and a nummular, solid 
lesion was noted near the cervix on the anterior sur- 


face of the vagina, slightly to the left of the midline. 
The patient believed that this lesion had been 
present for the past several years. 

Three weeks after the coagulation the lesion be- 
came reddened, exuberant, and began to bleed. 
It was excised and pronounced an adenocarcinoma; 
later it was diagnosed as a hypernephroma. 

This diagnosis led to a study of the urinary 
system. The right kidney was somewhat large and, 
on both descending and ascending pyelograms, 
an amputation of the lower calyx and an abnor- 
mally slender and shortened middle calyx were ob- 
served, 

At operation the lower two-thirds of the right 
kidney was found to be destroyed and replaced by 
an extensive nodular tumor process which had filled 
the renal vein as far as its opening into the vena cava 
inferior. Histologically, this tumor was again diag- 
nosed as a hypernephroma. Nephrectomy was done 
and 2 months later the patient was in excellent 
health. 

Primary vaginal tumors are exceedingly rare. The 
most frequent secondary tumor involvements are 
those propagated from the neoplasms of neighboring 
organs. The present example of metastasis of a renal 
hypernephroma was apparently the twenty-fourth 
reported in the medical literature of the world. 
Seventy of these cases were confirmed histologically. 
The others were, of course, not definitively demon- 
strated to be hypernephromas. An appended table 
in the original article furnishes the details of these 24 
cases. 

The value of the present report lies in its demon- 
stration of the advisability of making a thorough 
study of the urinary system in every instance of 
vaginal tumor when the histologic picture suggests 
the possibility of the presence of a silent primary 
renal neoplasm. Joun W. Brennan, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Suprarenal Insufficiency and Gestation (Insuffisance 
surrénale et grossesse). DANDELOT. Rev. fr. gyn. 
obst., 1950, 45: 227. 


Thirty-three cases of adrenal insufficiency in the 
course of gestation have been collected by the au- 
thors from the literature and they add 1 observation 
of their own. 

In a woman 33 years of age, the symptoms of 
Addison’s disease became aggravated by pregnancy. 
The latter was terminated at full term by forceps de- 
livery because of the fatigue of the parturient. A 
normal infant was delivered. The second gestation 
which began 7 months after the delivery was tole- 
rated poorly, and suprarenal cortex was not able to 
suppress the daily fainting spells. Therefore, thera- 
peutic abortion was induced. The patient regained 
strength, and adrenal cortex began producing no- 
ticeable amelioration of all the symptoms. 

In the majority of cases collected from the liter- 
ature pregnancy was continued until full term. It 
seems that Addison’s disease exerts no great in- 
fluence on gestation, delivery, puerperium, or lacta- 
tion. As a rule, uterine contractions during labor are 
satisfactory. The placenta and newborn are normal. 
Frequently lactation is responsible for aggravation of 
the addisonian symptoms. Gestation undoubtedly 
exerts an undesirable effect on the maternal health. 
Exacerbation of the symptoms is noticed especially 
during the puerperium when a rise of temperature 
may lead to a wrong diagnosis of puerperal fever. 

JosEerH K. Narat, M.D. 


The Effect of Treatment on the Incidence of Abor- 
tion. CLiypE L. RANDALL, RicHARD W. BAETz, 
Donatp W. HAtt and Paut K. Brrtcu. N. York 
State J. M., 1950, 50: 2525. 

Recent literature indicates that the over-all in- 
cidence of abortion should approximate 5 to 7 per 
cent, and should not exceed 10 per cent. 

Many factors play a role in the causation of abor- 
tion. Extrapelvic factors such as Rh sensitization, 
toxicity, and age of the ovum and sperm when union 
occurs must be considered. Pelvic disease must be 
recognized as an etiologic factor. It has been es- 
timated that 30 to 40 per cent of spontaneous abor- 
tions are due to malformations of the embryo or 
decidua. 

With these factors in mind, the authors discuss 
the effects of treatment in reducing the incidence of 
abortions. The best possible results, they state, will 
be realized only when preconceptional study and 
good prenatal management take into account the 
many factors that may predispose the individual 
couple to abortion, and, when indicated therapy 
has been inaugurated at the time, it is found to be 
most effective. 
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The so called prophylactic use of large amounts of 
stilbestrol or progesterone during early pregnancy in 
an effort to reduce the incidence of abortion appears 
justified only when there is a demonstrable deficiency 
of corpus luteum effect. The authors believe that 
cytologic studies of cervical scrapings will reveal 
this last factor. Among groups of “‘habitual abor- 
ters,” available therapy reduces the incidence of 
abortion from 8 out of 10 to a loss of 2 or 3 per 10 
conceptions. Ety Exuiotr Lazarus, M.D. 


LABOR AND ITS COMPLICATIONS 


An Analysis of 1,736 Cases of Breech Presentation 
(Rilievi statistico-clinici su 1,736 parti podalici). 
ANTONIO ParpI. Amn. ostet. gin., 1950, 72: 899. 

The incidence, the course, and the results in 1,736 
cases of breech presentation seen in the Mangiagalli 
Clinic of the University of Milan during the years 
1935 to 1949, are reviewed. On the basis of 45,853 
deliveries the incidence was found to be 3.7 per cent. 
The highest fetal mortality occurred among the 
cases characterized by the sacral position. Spon- 
taneous deliveries yielded a mortality of 2.01 per cent 
and those in which some form of intervention was 
necessary, 12.5 per cent. The fetal mortality in pri- 
miparous mothers was found to be 5.6 per cent and 
that in multiparous mothers 2.2 per cent. 

When intervention was indicated because of dis- 
turbance of uterine dynamics, manual extraction was 
the preferred maneuver. Median episiotomy was 
practiced in primiparous cases. Cesarean section 
was reserved for certain definite anatomical or func- 
tional complications. Enpiru B. Farnswortn, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Diffuse Pulmonary Lymphangiectasis, Chylous 
Pneumonia, and Chylothorax Following Puer- 
peral Thrombosis of the Left Subclavian Vein 
(Lymphangiectasie pulmonaire diffuse, pneumonie 
chyleuse et chylothorax aprés thrombose puerpérale 
de la veine sous-claviére gauche). JEAN ROUJEAU, 
Jacques DELARUE, and RENE DEPIERRE. J. fr. méd. 
chir. thorac., 1950, 4: 488. 


No case similar to the one reported by the authors 
could be found by them in the literature. 

In 1945 a woman, aged 37, had several crises of 
nocturnal dyspnea, without fever or expectoration. 
Roentgenograms of the chest were negative. 

Eight days following a normal delivery in 1948 she 
complained of severe pain in the left upper extremity. 
The pain was followed by considerable edema of this 
arm and the anterior aspect of the chest. A few days 
after immobilization of the involved extremity the 
pain subsided but a certain degree of edema re- 
mained. Four months later nocturnal crises of dysp- 
nea resembling asthma made theit appearance, 
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Soon the dyspnea became permanent and tachycar- 
dia developed. The condition did not. respond to car- 
diac and antiasthmatic medication, and produced 
asthenia and loss of weight and appetite. The clinical 
examination revealed pleural friction sounds over the 
base of the left lung. Roentgenograms showed diffuse 
reticulonodular opacities and a shadow over the left 
base. The patient’s temperature remained normal 
and all other findings were of no interest. 

In 1949, in addition to edema of the arm, a similar 
condition in the left lower extremity and an effusion 
in theleft chest were found. Thoracocentesis furnished 
milky fluid containing 23 per cent lipids and num- 
erous lymphocytes, polynuclear leucocytes, and ma- 
crophages. 

In 1950 the condition became complicated by 
cyanosis of the nose and extremities, and expecto- 
ration of a substance resembling cottage cheese. 
Phlebography demonstrated thrombosis of the left 
subclavian vein. Through supraclavicular approach 
an occluded segment of this vein and several distend- 
ed lymphatic trunks leading to it were exposed and 
resected. Dyspnea and cyanosis followed the oper- 
ation. Aspirations of the left pleural cavity were re- 
peated at 5 day intervals. The fluid contained 3.2 
per cent proteins and 0.65 per cent lipids. The pa- 
tient expired 2 months after the operation. 

The autopsy revealed 6 liters of milky fluid in the 
abdominal cavity. The peritoneum was smooth and 
no glands were found. Three liters of similar fluid 
were present in the left pleural cavity, while a com- 
plete symphysis was found on the right side. Diffuse 
pulmonary and mediastinal lymphangiectases were 
also present. The histologic examination established 
the diagnosis of left chylous pleurisy and right chy- 
lous ‘“‘pneumonia.” Apparently the condition was ac- 
quired and was not due to a congenital malforma- 
tion. Intensive development of muscle fibers in the 
walls of the dilated lymphatics was contributing to 
the propulsion of the chylus; it may serve as an ex- 
ample of metaplasia by adaptation. Evidently puer- 
peral thrombosis of the left subclavian vein led to 
bilateral chylothorax, which was pleural on the left 
side and pulmonary on the right, and pulmonary lym- 
phangiectases followed. Josepu K. Narat, M.D. 


NEWBORN 


The Pathogenesis of Physiological Jaundice of the 
Newborn (Contributo alla patogenesi dell’ittero fisi- 
ologico del neonato). Clin. ostet., 1950, 52: 193. 


Eighteen newborn infants, all of whom were 
breast-fed, were subjected to daily blood studies for 
the first 8 days with interval studies during the suc- 
ceeding 2 months. Determinations were made of the 
erythrocytes, hemoglobin, and hemosiderin, and the 
quantity of bilirubin was ascertained by the delaved 
reaction to Ehrlich’s diazo reagent. 

The results are interpreted as indicating an accel- 
erated metabolism of hemoglobin in the fetus and 
an increase in hematopoiesis as well as hemolysis in 
the newborn. In addition, there is a functional dis- 
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turbance of the liver cells. Variation in intensity of 
these two factors combine to form the basis of 
icterus neonatorum. Epitn B. Farnswortn, M.D. 


MISCELLANEOUS 


Sensitivity of the Various Sections of the Gravid 
Human Uterus at Term to Typical Stimulating 
Substances (Sulla sensibilita dell’utero umano gra- 
vido a termine nei suoi diversi distretti a tipiche 
sostanze stimolatrici). Luicr D’INcERTI BonINI and 
CoRRADO CONFALONIERI. Ann. ostet. gin., 1950, 72: 
Iooo. 


The uterus of a pregnant woman at term, procured 
during cesarean section, was cut up, and strips of the 
muscular wall (19 in all) were removed at various 
levels (subserous, intramural, submucous) and from 
various portions (corpus, isthmus, fundus). 

With the usual technique for the study of the iso- 
lated organ, these strips were tested for threshold 
response to oxytocin (extract of the posterior lobe of 
the hypophysis), histamine, adrenalin, and acetyl- 
choline. The limits of sensitivity of the muscular 
strips to histamine, acetylcholine, and adrenalin os- 
cillated between dilutions of 1 to 100,000 and of 1 to 
10,000,000, and to oxytocin, between dilutions of 60 
U.V. per liter and 60 U.V. per 1,000 liters. Here con- 
cordance between the dilutions of histamine and oxy- 
tocin used in vitro and the dosages given clinically 
was noted, while discordance was found to exist be- 
tween the in vitro and estimated in vivo dilutions of 
adrenalin and acetylcholine. The discrepancy in the 
latter two drugs is ascribed to their rapid destruction 
in the living tissues of the organism. 

Acetylcholine and oxytocin were found to exert 
stimulative effects almost exclusively on the fundus, 
while histamine and adrenalin produced a certain ef- 
fect also on the isthmus; in fact, adrenalin did not 
show any particular preference in its stimulative ca- 
pacity toward any single region of the uterine mus- 
culature. 

Although the stimulators of the lower uterine seg- 
ment (histamine and adrenalin) are not thought to 
be strong enough to exert a definite determinative 
effect on the dynamics of the birth process in the 
physiologic sense, that does not imply that under 
pathologic conditions they may not contribute to the 
spastic reactions of this lower segment, so that in the 
therapeutic sense antagonistic therapy, particularly 
antiadrenalin, may be indicated in contraction of the 
isthmus. 

The therapeutic value of oxytocin (pituitrin) is, of 
course, accepted, and the authors consider that the 
administration of acetylcholine may activate the 
dynamics of the uterus in labor, especially when the 
acetylcholine is supplemented by small quantities of 
prostigmine to diminish the rapidity of its destruc- 
tion in the body. 

This study emphasizes the relative importance of 
the difference in dynamics between the upper and 
lower uterine segments in the birth process and sug- 
gests the direction to be taken by future therapeutic 
research. Joun W. Brennan, M.D. 




















Physiologic Block Mechanisms and Arteriovenous 
Anastomoses in the Fetal Blood Circulatory 
System of the Human Placenta (Dispositivi di 
blocco ed anastomosi artero-venose nei vasi fetali 
della placenta umana). V. DANEsINO. Arch. ostet. 
gim., 1950, 55: 251. 


Twenty placentas ranging in degree of maturation 
from the fifth month of pregnancy to term were 
studied with especial reference to the arterial and 
venous blood systems. These organs were all procured 
from nonpathologic pregnancies. Histologic slides 
were made from diverse areas of each placenta and 
separate corrosion specimens were prepared for the 
arterial and the venous systems. The staining and 
other histologic techniques were the common ones, 
and to the corrosion preparations there was assigned 
the accepted terminology which recognizes the first, 
second, third, and fourth orders of the placental 
vascular tree. 

Five distinct mechanisms, apparently intended for 
regulating the velocity and pressure of the blood 
stream—at least insofar as regards their principal 
function—were uncovered. These mechanisms may 
be briefly described as follows: 

1. Sphincter formations: subintimal fibrocellular 
strands encircling the vessel and protruding into the 
lumen. These were most frequent in the veins, par- 
ticularly those of the cotyledons and those receiving 
blood from the cotyledons. 

2. Small cushionlike formations of longitudinal 
muscle fibers protruding from one side into the vas- 
cular lumen, so as to render the remaining aperture 
excentric, or arranged in columnlike flutings all the 
way around the lumen, rendering it stellate in trans- 
verse outline. These types were encountered usually 
in the larger vessels. 

3. Myoepithelioid cells located on the normal vas- 
cular wall or at the tip of valvelike intrusions into 
the vascular lumen. These were encountered pre- 
dominantly in the smaller veins. 

4. Massive plateaulike elevations within the ar- 
teries of larger size. Here the arterial wall was com- 
posed of three layers: (1) an inner layer of longitud- 
inal muscle fibers, (2) a massive middle layer of com- 
pletely interwoven muscular fibers, and (3) an outer 
thin layer, again of longitudinal muscle fibers. 

5. Arteriovenous anastomoses, situated in the 
zone of insertion of the umbilical funiculus, or at the 
base of the large trunks leading into the villi. These 
interconnections are convincingly demonstrated in 
the photomicrographs appearing with the original 
article. 

The parallelism with the similar structures in the 
tissues of the lung and bronchi is noted and a similar 
parallelism of function is conjectured. It has been 
asserted that the chief function of the pulmonary 
vascular blocks is the regulation of the distribution 
of oxygen (Hayek) or of the acid bases (Castigli). In 
this connection, the author points out the added 
functions in the placenta of alimentation and the 
disposal of waste products from the fetus. However, 
the author himself believes that the chief function of 
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all these mechanisms is the regulation of the speed 
and pressure of the blood stream. 
Joun W. BRENNAN, M.D. 


Blood Volume and Hematologic Studies in Preg- 
nancy and the Puerperium. F. Wi.iam Tysor 
and Louts LowENsTEIN. Am. J. Obst., 1950, 60: 1187. 


The total blood, plasma, and red cell volumes, the 
hemoglobin concentration, the packed cell volume, 
and the red cell counts of the patients observed by 
the authors showed certain significant changes and 
trends. Attention is focused on the impossibility of 
accurately predicting normal values of any of these 
determinations for a given patient at any stage of 
pregnancy or the puerperium. Moreover, it is im- 
practical to determine the blood volume in the rou- 
tine care of pregnancy. A variable hydremia may 
cause wide fluctuations of either the hemoglobin, the 
hematocrit, or the red cell values. It is well known 
that these values in the physiologic and pathologic 
anemias of pregnancy and the puerperium have a 
wide zone of overlap. Hence the determination of 
any of these values may not differentiate physiologic 
from pathologic anemias of pregnancy. 

How, then, may these two groups be distinguished ? 
The key to the solution of this problem would seem 
to be the presence or absence of abnormalities of the 
red cell. Although the patients of this series exhibited 
marked quantitative variation of the red cell count 
and hemoglobin concentration, none showed signifi- 
cent alteration of cell size, shape, corpuscular hemo- 
globin content, or concentration. The presence of 
hypochromia, microcytosis, macrocytosis, or dimor- 
phism of the red cell would seem to indicate the 
probable existence of a pathologic state in this wide 
zone of overlap. For screening purposes the majority 
of such instances should be subjected to routine tests 
simultaneously of the hemoglobin concentration, red 
cell count, and hematocrit during pregnancy and the 
puerperium. Color index, volume index, mean cor- 
puscular volume, mean corpuscular hemoglobin con- 
tent, mean corpuscular hemoglobin concentration, 
or other similar values may be computed from these 
results and the majority of instances in which ab- 
normalities of the red cell exist can be detected. If 
abnormalities are discovered more elaborate hemato- 
logic investigation should be undertaken, including 
further studies of the blood and bone marrow. 

Serial hematologic and blood volume studies were 
performed during pregnancy and the puerperium in 
15 women. One patient of this group developed pre- 
eclampsia, another placenta previa, and a third post- 
partum hemorrhage. Hematologic values of this 
series were compared with those of 3 large groups of 
pregnant women studied from 1946 to 1948. The 
blood, plasma, and red cell volumes increased during 
pregnancy. There was a slight decrease from the 
maximum values during the last 60 days, usually in 
the tenth lunar month. The plasma volume changes 
were greater than the red cell volume changes. The 
blood volume in cubic centimeters, per kilogram or 
per square meter, cannot be predicted in any indi- 
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vidual patient at any given stage of pregnancy. 
The normal nonpregnant blood volume was attained 
in 1 week after delivery, and accurately represented 
the nonpregnant blood volume of a given patient. 
This normal value may be reached even earlier. The 
antepartum rise of the blood volume varied in its 
pattern and degree from patient to patient. 

The red cell count, hematocrit, and hemoglobin 
concentration fell during pregnancy. This fall was 
caused by, and varied directly with, the increase of 
plasma volume which exceeded the increase of total 
hemoglobin mass and red cell volume. No significant 
change of the red cell count or hematocrit occurred 
after the eighth postpartum day, although the hemo- 
globin concentration continued to rise slightly up to 
the sixtieth postpartum day. The hemoglobin and 
red cell values of this serial study compared favor- 
ably with those of the middle 50 per cent of three 
large representative cross sections of the years 1946, 
1947, and 1948. The mean corpuscular volume, mean 
corpuscular hemoglobin, mean corpuscular hemo- 
globin concentration, color index, and appearance of 
the red cells did not vary from the nonpregnant 
normal. The sedimentation rate increased during 
pregnancy; when corrected for hemodilution this 
increase did not begin until the sixth calendar month. 
Normal nonpregnant levels were attained by 30 days 
postpartum. 

The leucocyte count increased progressively dur- 
ing pregnancy because of a rise in neutrophiles. In 
comparison, the large individual series of 1947 and 
1948 showed a slightly greater leucocytosis during 
the latter part of pregnancy. Postpartum, after the 
maximum leucocyte count was reached on the 
second day, the white cells gradually decreased to 
the thirtieth day. 

In 1 case of pre-eclampsia the blood volume de- 
clined with the onset of edema and other toxic symp- 
toms. In 1 case of cesarean section for placenta pre- 
via the blood volume and hematologic findings cor- 
responded to those of a normal delivery. In 1 case of 


postpartum hemorrhage, the decrease of blood vol- 
ume was much greater than the estimated blood loss. 
A rapid and spontaneous recovery of the hemoglobin 
and red blood cells occurred postpartum without 
antianemia therapy. 

Routine determinations of the hemoglobin concen- 
tration, red cell count, and the hematocrit are useful 
screening measures to detect many of the pathologic 
anemias of pregnancy and the puerperium. 

CHARLES Baron, M.D. 


Correlation of Blood Loss with Blood Volume and 
Other Hematological Studies Before, During, 
and After Childbirth. Louis Lowenstein, 
Cartes A. Pick, and NEWELL W. Puitpotr. Am 
J. Obst., 1950, 60: 1206 


Serial hematologic and blood volume determina- 
tions with the T-1824 dye-hematocrit method were 
performed upon 37 patients before, and at varying 
intervals after, delivery. In the last group of 9 pa- 
tients, vaginal and perineal blood loss was measured. 
The red cell volumes showed no significant dif- 
ferences at 24 hours, 48 hours, and 8 days post- 
partum. 

The blood volume changes in all series studied 
were not attended by comparable changes of the 
hemoglobin concentration and the hematocrit. 

The blood loss from the active circulation in 37 
normal women calculated from antepartum and 
postpartum blood volume changes averaged gg1 ml. 
This amount greatly exceeded both the visually 
estimated blood loss and the directly measured 
blood loss. 

It is suggested that permanent loss of blood from 
the active circulation accounts for this discrepancy. 
This loss and the increase of apparent blood loss 
as determined by blood volume studies from 15 to 
90 minutes after delivery and on the second post- 
partum day may be partly due to trapping of the 
circulating blood in the body of the uterus. 

CHARLES Baron, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Renovasography (Die Renovasographie). C. E. ALKEN 
and F. Sommer. Zschr. Urol., 1950, 43: 420. 


Neither ascending nor intravenous pyelography 
makes it possible to visualize the vascular structures 
within the kidneys. This can be accomplished by 
aortography, which, however, is fraught with danger. 

The author has developed a method of visualiza- 
tion of the blood vessels in an exposed kidney, for 
which he has coined the term ‘“‘renovasography.” 

After exposure of the kidney the renal peduncle is 
dissected, the artery is isolated, and 2 catgut liga- 
tures, placed around it with a ligature carrier, are 
kept at a distance of 2 cm. from one another. A nee- 
dle, 12 cm. long and bent to go degrees 1 cm. from 
its tip, is introduced into the renal artery in such a 
manner that it can be steadied by the distal ligature. 
The kidney is dislodged by traction on the catgut 
ligatures, and a 13 by 18 cm. x-ray film, wrapped in 
a sterile cloth, is placed into the wound behind the 
organ. The factors are as follows: 60 kv., 10 ma., a 
focus-film distance of from 40 to 50 cm., and an 
average exposure of 3.5 seconds. Central projection 
cannot always be strictly enforced. The author em- 
ploys a solution (50 to 70 per cent) of the French 
contrast medium “‘diodone,” which is diiodopyri- 
donacetate of diethanolamine. Ten cubic centi- 
meters of the contrast medium are injected under 
moderate pressure into the renal artery synchronous 
with the exposure, in such a manner that both are 
finished at the same moment. The flow of blood 
through the renal artery can be regulated by traction 


on the proximal ligature, so that the concentration . 


of the contrast medium remains uniform. 

Even minute precapillary ramifications of the 
blood vessels can be visualized. 

The method is valuable when procedures on the 
renal parenchyma are contemplated, and may be 
supplemented by pneumopyelograms through a ure- 
teral catheter. 

The puncture of the arterial wall closes spon- 
taneously after withdrawal of the needle. 

At present the author is studying (on animals) 
whether his method is fraught with the danger of 
vasospasm, late damage of the renal parenchyma, or 
of both. Joseru K. Narat, M.D. 


Observations and Considerations with Reference to 
Perirenal Retropneumoperitoneum by the Par- 
asacral Route (Osservazioni e Considerazioni sul 
pneumorene per via parasacrale). GAETANO GIA- 
CHINI. Urologia, Treviso, 1950, 17: 384. 

The technique of perirenal retropneumoperitone- 
um employed by the author is essentially similar to 
that described by May and Simon in Presse méd., 
1950, 58: 351 (Absir., Surg. Gyn. Obst., Internat. 
Abstr. Surg., 1950, 91: 406). The author, however, 
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inserts the needle (he uses an ordinary spinal punc- 
ture needle), without hesitation, to either side of 
the sacrococcygeal joint, or distal to the coccyx. 
Oxygen is used exclusively and not more than 600 
to 800 c.c. are injected for one test. 

The injected oxygen tends at times to pass across 
the midline to the opposite side, frequently with 
typical pneumorenal findings of the organ opposite 
to the one intended. This crossing over of the gas 
is ascribed to an interference with the progress of 
the injected oxygen toward the desired side. It oc- 
curs after the gas has passed up through the retro- 
peritoneal tissues along the anterior surface of the 
sacrum to the region beneath the attachment of the 
mesentery and of the pelvic mesocolon. 

The change of sides occurs when a previous injec- 
tion of the test oxygen has been made to the unde- 
sired kidney, leaving an increased permeability of 
the retroperitoneal tissues in that direction. This 
phenomenon is observed also in huge, space-occupy- 
ing neoplasms in the region of the kidney to be 
tested, and, in less complete degree, in the presence 
in this same region of perinephric inflammation. 

Roentgenologically, the mass of gas can be traced 
as it passes upward, paralleling the course of the 
ureter, to the region just beneath the kidney hilus 
where it enters the kidney capsule (apparently 
breaking through a weak spot at this point), passes 
downward around the lower pole of the organ, rises 
along the lateral border to envelop and visualize 
the upper pole and the suprarenal gland, and then 
passes down along the medial border to completely 
outline the organ on the roentgenogram. 

This roentgenologic finding is rather surprising in 
the face of the fact that most anatomists describe 
the lower pole of the capsule as being open. From 
these observations it is suggested that the fascias of 
Zuckerkandl and Toldt unite at their lower borders, 
or that this area is traversed by septa of sufficient 
staunchness to prevent the penetration of the gas 
in this area. 

With sufficient quantities of the injected oxygen 
the kidney and the suprarenal gland seem to become 
separated arid are distinguishable separately; with 
lesser amounts of the gas the shadow of the supra- 
renal gland may remain confounded with that of 
the kidney. 

During the test the kidney is displaced downward 
and the period of excretion in descending pyelogra- 
phy is delayed, both phenomena disappearing with 
the absorption of the gas. This manifestation may 
be of significance in the differential diagnosis, since 
such variations do not occur in inflammations and 
other renal conditions. 

When extremely large quantities of the gas are 
injected there may appear an emphysema about 
the liver, but emphysema of the perineal tissues 
has not been observed. Joun W. BRENNAN, M.D. 
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Latent Microbism of the Capsule of the Kidney; 
Further Contribution to the Study of Latent 
Microbism of the Fatty Capsule of the Kidney 
(Microbismo latente della capsula del rene. Ulteriore 
contributo allostudio del microbismo latente della 
capsula adiposa del rene). DoMENICO SALSANO. 
Urologia, Treviso, 1950, 17: 371. 


The original contribution, of which this may be 
considered a supplemental report, is obtainable in 
the form of a reprint from the Bohemian Journal 
Casopisu lékaru cesckych, 1947. This earlier report 
concerned a 22 year old woman with a kidney which 
was found to be drawn upward by a cicatrix tra- 
versing the entire renal capsule as far as the skin 
and deforming the superior calyx. This condition 
was the result of a perirenal abscess, of renal origin, 
which had been present in infancy. 

In the present study bits of perirenal fat were 
cultured in broth and an attempt was made to 
evaluate the result from a bacteriologic standpoint. 

Fifty-one patients were treated in this manner. 
Twelve of them had renal tuberculosis, 12 hydro- 
nephrosis, 8 renal calculus, 7 perinephritis dolorosa, 
6 pyonephrosis, and 1 each had cortical abscess of 
the kidney, renal neoplasm, vesical neoplasm with 
pyelostomy, polycystic kidney, nephrosis, and bi- 
lateral nephropexy. Twenty-six (52 per cent) of 
these cases were positive for infection. The pre- 
vailing organism seemed to be the Staphylococcus, 
although instances of infection with many other or- 
ganisms (Streptococcus haemolyticus, coli, subtilis, 
Micrococcus gram-positive, Diplococcus mucosus 
gram-negative, Cornebacterium) were present. 

The staphylococci ranged all the way from the 
typical Staphylococcus aureus to scarcely pigmented 
forms and even forms without pigment (Staphylo- 
coccus albus?). The tendency toward apigmenta- 
tion is ascribed to the antibiotic treatment given. 

As a fact, the entire question of antibiotics in this 
series of results is very interesting. Of the 26 in- 
fected cases only 7 were treated with penicillin or 
streptomycin alone, or associated with the sulfona- 
mides. In 4 of the latter there was a mild infective 
process with meagerly pigmented staphylococcus. 
The author is of the opinion that with sufficiently 
vigorous preoperative treatment the specimens of 
perirenal fat would have remained sterile. 

In the 25 negative cases prophylactic treatment 
with the antibiotics or with the sulfonamides had 
been given. The author reasons that without such 
preoperative prophylaxis some of these cases would 
have turned out to be positive; thus, without the 
prophylactic measures the percentage of positive 
cases in this group of 51 would have been more than 
52 per cent. These findings seem to be a confirma- 
tion of the claims of other authors, that antibiotic 
therapy has brought about a revolution in the clini- 
cal field as it profoundly affects many of the infective 
processes of the kidney. To these claims the author 
is now able to add also noteworthy changes in the 
virulence, cultural, and tinctorial qualities of the 
organisms so treated. Joun W. BRENNAN, M.D. 


Combined Streptomycin-PAS (Para-Amino Salicy- 
lic Acid) Treatment of Tuberculosis of the 
Urinary Tract. Nits GyLLENSvARD. Acta chir., 
scand., 1950, 100: 488. 


Combined streptomycin-PAS (para-amino sali- 
cylic acid) treatment in tuberculosis of the urinary 
tract ameliorates the subjective and objective symp- 
toms even in advanced or rapidly progressive cases, 
although in some instances the effect seems to be 
only transient. Repeated treatment may again pro- 
duce long freedom from the symptoms. The treat- 
ment is therefore valuable, especially in inoperable 
cases such as bilateral tuberculosis of the kidney, 
tuberculosis of the remaining kidney after nephrec- 
tomy, and tuberculosis of the bladder, and as a pre- 
operative measure. 

On the other hand, it has been found that even 
prolonged treatment of early renal tuberculosis with 
streptomycin-PAS does not lead to healing, which 
suggests that conservative treatment of unilateral 
tuberculosis of the kidney should not be practiced. 
Comparative studies appear to show that the treat- 
ment with PAS and streptomycin combined is 
superior to streptomycin therapy alone. 

RosBert TuRELL, M.D. 


A Review of Nephroma and 10 Nephrectomies in 
1949. A. WitrREpD ApAMs. Brit. J. Surg., 1950, 38: 
210. 


A series of 10 nephrectomies in 1949 for proved 
nephromas is presented by the author. Of the 10 
tumors, 8 were parenchymal carcinomas, one of 
which had metastasized to the scar at the time of 
this report. A comparison of this series is made with 
the series of 26 cases observed before 1949, of which 
7 were inoperable and terminated fatally within 1 
year. Of the remaining 19 patients, 4 were alive and 
well. One patient had died 14 years later of hepatic 
cancer, 3 patients who died had shown no recurrence 
of the renal neoplasm, and 3 more died after palli- 
ative nephrectomy for advanced carcinoma. 

The term “nephroma’’ was used for renal tumors 
in general, and these were further subdivided into 
the parenchymal adenocarcinomas and the calycine 
pelvic transitional cell tumors as found in the 
bladder. 

Hematuria occurred in all of the 10 cases and was 
the sole symptom in 7. Pain and swelling occurred 
less frequently and with hematuria formed the well 
known triad pointing to renal tumor. Quoting 
Hinman, the authors restate that the initial symp- 
tom in 42 per cent of the cases is hematuria, in 32 
per cent it is pain, and in 18.5 per cent it is tumor. 

On the basis of his own experiences, the author 
suggests that idiopathic hematuria as evidenced by 
negative pyelography should be rechecked with 
studies of the upper urinary tract every 3 months 
for a period of 2 years. Unless the prostate is 
definitely proved to be the cause of hematuria, full 
urological investigation, including the upper part of 
the urinary tract, is imperative. Several examples 
are cited in which prostatic treatment was rendered, 


























and when the true cause was noted the patient was 
inoperable. Pyonephrosis can be an effective “‘mask”’ 
for a carcinoma either as the cause or the result. 
Calculi and calcification also can confuse the diag- 
nosis with signs of calcified cyst, single or multiple 
calcified foci, and calculi. A varicocele on the left 
side, persisting on recumbency, was present in 2 of 
the cases. 

The transphrenic approach of Fey through the 
diaphragm and over the renal pedicle and regional 
lymph glands was usually favored as it facilitated 
operative removal of the tumor and exposure of the 
renal vein. The tumor extended via the renal vein 
by continuity, adjacent implantation, and distant 
embolism; hence, this vein is one of the dominant 
factors as evidenced by 3 patients in this series. 
Partial colectomy on the left side may be necessary 
because of invasion from the tumor or loss of viabil- 
ity due to injury of the blood supply in large tumor 
dissections. Deep x-ray therapy appears to be of 
value only in the alleviation of painful metastases 
and may damage the opposite kidney by diffusion 
of the radiation. 

The present figures of a 20 per cent 10 year cure 
may be increased to 4o per cent if the surgeon recog- 
nizes that calycine pelvic epithelioma is often sec- 
ondary to long neglected inflammatory disease, and 
that an early and thorough investigation of hema- 
turia is necessary. Juxtacaval closure of the renal 
vein before manipulation, the removal of a maxi- 
mum length of the vein, and the removal of as much 
of the ureter as possible through the nephrectomy 
site will also help in improving the mortality figures. 

HERBERT J. KAroi, M.D. 


Ureter Opening into the Seminal Vesicle Compli- 
cated by Traumatic Rupture of the Only Func- 
tioning Kidney. G. R. Hamitton and A. B. Pry- 
Ton. J. Urol., Balt., 1950, 64: 731. 


Ureteral ectopia with the ureter opening into 
the seminal vesicle is quite rare. As many as 32 
cases of this condition have been observed in autop- 
sy specimens, but there have been only 6 (up to the 
present report) diagnosed in life. Embryologically 
the ureteral bud arises from the mesonephric duct 
at a low level, and by a process of growth and ab- 
sorption this junction dissolves and the ureter at- 
tains its trigonal opening. With failure of this 
process the ureteral opening may occur in the ure- 
thra, the prostate, the vas deferens or the seminal 
vesicle, which too arises from the mesonephric duct 
at a higher level. 

In the case reported here, this condition was dis- 
covered in the course of urologic studies on a pa- 
tient whose solitary functioning kidney was acci- 
dentally ruptured. There was severe right upper 
abdominal pain with persistent gross hematuria fol- 
lowing a light blow in the abdomen. Excretory 
urogram demonstrated a large right hydronephrosis 
with no demonstrable left kidney and no evidence 
of dye extravasation. On cystoscopy blood was 
noted to be flowing from a normal right ureteral 
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orifice. In the left base of the bladder there was a 
mass measuring approximately 5 cm. in diameter 
which suggested a large ureterocele. This mass was 
punctured with an electrode, and a No. 5 ureteral 
catheter was passed easily 23 cm. up through the 
fulgurated opening. Forty-five milliliters of yellow 
fluid were aspirated, which microscopically showed 
innumerable dead sperms. Pyelography on this 
side demonstrated a left ureter which ended at the 
transverse process of the second lumbar vertebra 
and which appeared to open into the left seminal 
vesicle inferiorly. There was no evidence of a left 
kidney. At operation for the right kidney rupture, 
two lacerated wounds involving the parenchyma 
and pelvis were found. These were repaired, and, 
in addition, a pyeloplasty with nephrostomy drain- 
age was performed. Recovery of the patient was 
uneventful. 

Fourteen months later, because of persistent void- 
ing of large amounts of mucopurulent material and 
recurrent minor febrile episodes associated with pain 
referable to the left lower quadrant, removal of the 
left seminal vesicle was considered indicated. This 
procedure was performed and an aplastic kidney, the 
ureter, seminal vesicle, vas deferens, and ampulla of 
the vas were removed as one specimen. The authors 
do not indicate the operative approach they em- 
ployed. ALLAN K. SwersiE, M.D. 


BLADDER, URETHRA, AND PENIS 


High Derivation of Urine in Bladder Tuberculosis. 
Results and Indications (La dérivation haute de 
Purine dans la tuberculose vésicale. Résultats—in- 
dications). JEAN CIBERT, HERBERT MEUSER, FRITZ 
Tyonc Ayonc, and UmBerto Comuzzi. J. urol. 
méd., Par., 1950, 56: 360. 

Three methods of urine derivation are possible: 
nephrostomy, implantation of the ureter in the 
skin, and implantation in the sigmoid. None of them 
is quite satisfactory; the first two are crippling op- 
erations, the third, ureterosigmoidostomy, causes 
less inconvenience for the patient but is a more 
hazardous intervention. 

All the same, in certain cases one or the other of 
these operations has to be done to preserve a func- 
tioning kidney and to relieve the severe dysuria, the 
frequency which often makes sleep nearly impossible, 
and other distressing complications of tuberculous 
cystitis. 

When, after nephrectomy, the remaining kidney 
is still intact, the intervention may be indicated to 
prevent fatal hydronephrosis caused by stenosis of 
the ureter, especially near its distal end. If, on the 
other hand, the remaining kidney is affected also, 
the indication is given for relief of severe pain, polla- 
kiuria, dysuria, and incontinence. 

The only effective nonsurgical treatment of tu- 
berculous cystitis is streptomycin therapy: It is 
quite successful as long as the lesions are superficial 
and confined to the mucosa but it is useless in in- 
veterate cases when the bladder is deeply infiltrated. 
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It is especially valuable in combination with ne- 
phrectomy. 

Denervation of the bladder or chordotomy is 
sometimes effective against the pain but does not 
relieve the pollakiuria or the incontinence and does 
not protect the kidney against hydronephrosis or 
ascending infection. 

The authors report ror cases. Sixty-seven of the 
patients underwent external ureterostomy, 32 ureter- 
osigmoid implantation, and 2, nephrostomy. 

In external ureterostomy, the ureter is sectioned 
close to the bladder, at the crossing of the deferent 
duct in men and at the crossing of the uterine blood 
vessels in women, and is implanted to the skin in the 
iliac area. It should be exteriorized to a length of 
from 6 to 8 cm. beyond the skin level. Of the 67 pa- 
tients operated upon by this method 9g died after 
the operation; however, 8 of these were severe uremic 
and poor surgical risks in the first place. Of the rest, 
36 were living after 2 years; the others died of uremia 
and other complications. 

In 32 patients ureterosigmoidostomy was per- 
formed after the Coffey II method; the postoperative 
mortality was 9. The authors state that the opera- 
tion should not be done in very obese patients be- 
cause of the danger of fatal peritonitis. 

The choice between the three methods depends on 
the individual case. If the ureter shows a normal 
shape or little dilatation, sigmoid implantation is 
the method of choice. If it is not only dilated but 
also rigid, external implantation is the only possible 
choice. WERNER M. Sotmitz, M.D. 


Carcinoma of the Female Urethra. C. BERNARD 
Brack and GeorcE J. FarBer. J. Urol., Balt., 
1950, 64: 7I0. 

The authors state that most carcinomas of the 
female urethra arise at the urethral meatus from 
the junction between the transitional epithelium 
of the urethra and the stratified squamous epitheli- 
um of the vulva. The less common type arises from 
the mucosa of the upper urethra. The vulvourethral 
type of carcinoma begins as an ulcer at the urethral 
meatus and sometimes may originate in a urethral 
caruncle; the early lesion often resembles a caruncle 
in appearance. Extension occurs along the mucous 
membrane of the vestibule, so that in the late stages 
the lesion may be indistinguishable from the carci- 
nomas arising from the clitoris or vulva. Extension 
also may take place along the urethral mucosa 
toward the sphincter, so that the entire urethra may 
eventually become thickened and indurated. The 
rarer type of urethral carcinoma arises from the 
urethral mucosa above the meatus. It is sometimes 
papillary in appearance, and sometimes may be 
mistaken for a benign polyp; the latter may be 
adenocarcinomatous in type, but most urethral 
carcinomas are squamous. The vulvourethral type 
metastasizes primarily to the inguinal lymph nodes. 

Diagnosis in symptomatic cases of the vulvo- 
urethral type of carcinoma is not difficult, since a 
definite ulcerative lesion may usually be seen at 


the meatus on inspection. Since the lesion may be 
mistaken for a urethral caruncle or for prolapse of 
the urethral mucosa, all suspicious-looking lesions 
at the meatus as well as all urethral polyps should 
be routinely studied microscopically; tissue may be 
removed from the region of the internal sphincter 
by a resectoscope as indicated. 

The results of treatment generally are poor, no 
matter what type of therapy is employed. All 10 
of the authors’ patients received radium therapy 
and 8 received roentgen therapy as well. Excision 
of the urethra and vesical neck was done in 2 pa- 
tients, and local excision in 1 patient. The ureters 
were transplanted to the colon in 2 cases. In 6 cases, 
including the 3 carcinomas of the urethral type, 
radium was applied intraurethrally by means of 
two 25 mgm. radium tubes in tandem in a rubber 
mushroom catheter. The filtration was 1 mm. of 
platinum and 3 mm. of rubber. The radium was 
applied in relatively small divided doses averaging 
300 mgm. hours each at 4 to 7 day intervals; the 
total dosage, given intraurethrally, varied between 
600 mgm. hours and 2,400 mgm. hours. In addition, 
8 patients were given radium therapy to the surface 
of the urethra by means of a linen plaque containing 
radium tubes placed directly over the meatus; the 
contraurethral dosage varied between 80 and 2,400 
mgm. hours; usually 2 divided doses were adminis- 
tered. In 8 patients, divided dose roentgen ray 
therapy was given, directed perpendicularly to the 
surface of the body over fields covering the entire 
pelvis both anteriorly and posteriorly; usually 2 
anterior and 2 posterior portals were used, and in 3 
patients, a perineal portal was employed. 

Of the authors’ ro patients, 5 are living and well 
after periods varying from 634 years to 1 year after 
therapy; the other living patient has metastases to 
the inguinal lymph nodes 2% years after therapy, 
and 4 patients are dead. Radiation scarring of the 
urethra occurred in the 3 patients treated over 5 
years ago, with partial or complete incontinence 
and residual urine. Davin RosENsBLooM, M.D. 


GENITAL ORGANS 


Anatomopathologic Contribution to our Knowl- 
edge of Certain Forms of Hypertrophy of the 
Prostate, as Compared with a Study of the Em- 
bryologic Development of the Organ (Contributo 
anatomo-patologico alla conoscenza di alcune forme 
di ipertrofia prostatica, confrontate con lo sviluppo 
embriologico della ghiandola). Orravio FERULANO 
and ANTONIO MANNELLI. Urologia, Treviso, 1950, 
17: 474. 

An interpretation of the changes encountered in 
the enlarged prostate is attempted. The findings 
are compared with those observed from early em- 
bryologic life (embryo of 5 cm.) to adulthood. The 
study is not intended to upset already established 
ideas so much as to impress upon the clinician the 
need of prudence in interpreting the bases of the 
clinical symptoms (dysuria). 


























The appended series of photomicrographs illus- 
trate the modus of growth and differentiation of the 
prostate gland, from the early embryonic mass of 
mesenchymal tissues, more or less enclasping the 
neck of the bladder and the posterior urethra, to the 
fully developed adult gland with progressive infiltra- 
tion of the mesenchymal mass by the glandular 
structures invaginating from the epithelial layer of 
the urethral mucosa and the mucosa of the trigonal 
portions of the bladder. The ejaculatory ducts pass 
obliquely through this glandular mass, dividing it 
into two lobes distal to and below these ducts 
(lateral lobes of the prostate), the proximal portion 
lying between these ducts, and the smooth muscle 
ring of the internal vesical sphincter (middle lobe of 
the prostate). In fact, some of these glandular 
clusters invade, not too deeply, this ring of smooth 
muscle fibers, and it would be easy to conclude that 
the hypertrophy of the middle lobe, so-called, is 
merely an’invasion and expansion of the thick mass 
of the internal sphincter with the latter forming the 
capsule of the adenomatous nodule; with this inter- 
pretation the authors hesitate to coincide. 

In the adult, in addition to the described lobes, 
there is observed the development of the peculiar in- 
vaginations of the mucosa of the posterior urethra 
and of the trigone of the bladder which is known as 
the subcervical gland. These glandlike complexes 
completely surround the vesicourethral embouchure 
but are more abundant in the lower, or posterior, 
wall (region of the middle lobe). 

This series of normal photomicrographs are fol- 
lowed by others procured from instances of prostatic 
hypertrophy. A specimen of enormous hypertrophy 
of both lateral lobes, completely deforming the 
urethral lumen and presenting an evident hindrance 
to the passage of urine, is presented. A high power 
study of one of these lobes discloses a dense permea- 
tion of the connective tissue stroma with epithelial 
tubules in various phases of evolution (adenomatous 
hypertrophy). Pressing upward toward the bladder 
neck is observed a smaller, more compact, mass 
(middle lobe of the prostate) with an exaggerated 
proliferation of the interstitial stroma, of a fibrous, 
but not of a muscular, character. This mass is in- 
terpreted as a hypertrophic process, invading the 
bladder neck from the hypertrophied lateral lobes. 

In another specimen this apparent hypertrophy 
of the middle lobe is more pronounced, lifting the 
posterior lip of the internal urethral orifice upward 
and forcing the internal sphincter backward. This 
condition suggests another mechanical hindrance to 
urination. In one of these specimens, however, there 
is observable, in addition to the hypertrophy of the 
middle lobe per se, a proliferation of the subcervical 
glands (prostatic bar). The tissues of this bar con- 
sist of numerous dense nodules. Observed under a 
high-powered microscope, these nodules are seen to 
consist of a dense interweaving of fibrous bundles, 
encircling the blood vessels and the ancient glandular 
lumena of the subcervical gland and tending to 
obliterate them. Among these fibrous bundles are 
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seen more or less dense infiltrations of small cells, 
suggesting the presence of an inflammatory stimulus. 
These changes are present in the entire circumfer- 
ence of the orifice but are most pronounced in the 
region of the posterior lip. 

The authors believe that these evidences of me- 
chanical obstruction to urination should be given 
full consideration and that dynamic factors should 
always be considered of subordinate value, except in 
those instances perhaps in which the functional dis- 
turbances are all out of proportion to the evident 
mechanical factors. Joun W. BRENNAN, M.D. 


Our Experience with the Surgical Treatment of 
Adenoma of the Prostate (Nuestra experiencia en 
el tratamiento quirurgico del adenoma prostatico). 
Ropo.tro GONZALEZ, F. M. Gomez, M. FIRSTATER, 
and J M. Gatarraca. Rev. argent. urol., 1950, 19: 
19. 

In the small, uniformly conducted urologic clinic 
at Cordoba, Argentina, 216 operations for enlarged 
prostate were completed at the end of 1949. In this 
material there was the usual contingent of old age, 
prostatism, high blood pressure, cardiovascular dis- 
turbances, and hepatorenal deficiencies. These con- 
ditions, when present, exerted their due influence 
upon the operative procedure selected, but did not 
affect the results obtained as much as might be ex- 
pected; the same may be said for the influence of 
occupations, environment, or both. 

In this material there were 8 deaths; however, 2 
were purely incidental, this leaving a corrected mor- 
tality of 2.73 per cent. Of the remaining 6 deaths, 2 
were the result of irreversible renal insufficiency, 3 of 
cardiovascular claudication, and 1 was the result of 
hemorrhage. The mortality was 3 times (5.19 per 
cent of 77 operations) as high when the operations 
were completed in one stage, as when completed in 
two stages (1.77 per cent of 113 operations); whereas 
the poorer quality of the material subjected to the 
two stage operation would lead one to expect exactly 
the opposite. This finding alone is sufficient to pro- 
duce an instinctive reaction against the newer meth- 
ods of operation on the enlarged prostate. However, 
the authors do not wish to be regarded as falling back 
into a nihilistic attitude in these matters; in fact, 
they have obtained excellent results in the few pa- 
tients (20) operated upon by the Millin (Van Stokum- 
Millin) technique of suprapubic extravesical pros- 
tatectomy, and they are ready to admit that this 
procedure may prove to be the ne plus ultra of future 
work in this field. Of course, there was no mortality 
with the 5 perineal operations and the 1 Fuller- 
Freyer operation in one session; however, these were 
few in number. Comparison of the mortality (4.62%) 
among the first 108 patients operated upon with the 
mortality (0.92%) among the 108 patients operated 
upon more recently seems to indicate progress and is 
very encouraging. 

Postoperative complications have been the usual 
experience. They have not caused any deaths, and 
the infections (pulmonitis, cellulitis, eschars) have 
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been rather easily dominated by the antibiotics. The 
most serious complication seems to be a delayed 
hemorrhage, which the authors are half inclined to 
attribute to the electric bistoury. 

Joun W. BRENNAN, M.D. 


Carcinoma of the Prostate. H. C. E. M. HouTapret. 
Arch. chir. Neerl., 1950, 2: 246. 


From 1944 to 1949, 123 patients with prostatic 
carcinoma were treated with hormone therapy, and 
the author prefaces his series with a concise review 
of the most significant literature on the subject and 
quotes liberally from the recent reports regarding 
the frequency of the disease, its pathogenesis, his- 
tology, clinical signs and symptoms, incidence of 
metastases, diagnosis, and therapy. 

In the management of his own patients he adopted 
the following plan: 

1. Patients with early stages and little or no 
urine retention received 0.05 mgm. of estradiol 3 
times a day. 

2. Patients with more than 200 c.c. of retained 
urine were perferably subjected tc transurethral 
resection followed by estradiol. 

3. Patients with metastases were subjected to 
subcapsular orchectomy followed by estradiol. 

4. Patients who did not react to hormone therapy 
were castrated. 

Of the 123 patients in the original series, 44 have 
died. Of 12 patients treated in 1944, 2 are still alive 
and have no demonstrable metastases. 

Ormonp S. Cup, M.D. 


Osteitis of the Pubic Bone as a Complication of 
Retropubic Prostatectomy (Ostitis pubis als 
Komplikation der retropubischen Prostatektomie). 
H.R. Birocn. Helvet. chir. acta, 1950, 17: 390. 


Osteitis of the pubic bone after retropubic pro- 
statectomy is a rare occurrence. Older authors be- 
lieved that it occurred only after opening of the 
bladder in transvesical operations; however, during 
the last decade a number of cases have been pub- 
lished in which this complication was observed also 
after perineal prostatectomy. 

The author reports on 4 cases of retropubic 
prostatectomy (method of Millin) followed by oste- 
itis of the pubic bone which was most marked in the 
region of the symphysis. 

The symptoms of pain in the groin and the pubic 
region began from 2 weeks to 3 months after the 
operation. In all cases there was marked tenderness 
at the symphysis, the pubic tubercles, or the rami 
pubis. Sometimes the pains were excruciating, espe- 
cially with movement. They radiated to the thighs 
and were often accompanied by spasms of the ad- 
ductor muscles. One patient developed fever up to 
38.5°C., the other patients were afebrile. The roent- 
genograms showed blurring of the contour of the 
symphysis and rarefaction of the adjoining portions 
of the rami. Recalcification and regeneration of the 
destroyed bone began about 3 months after the onset 
of the condition. The course of the entire illness was 
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from 3 to 6 months. The treatment was mainly 
symptomatic and included immobilization, dia- 
thermy, sitz baths, and analgesics. Various kinds 
of antibiotics and chemotherapeutics were ineffective 
in all cases. 

In discussing the pathogenesis and etiology a num- 
ber of theories are mentioned. The author believes 
that several factors are responsible. In all cases the 
inflammation seems to start in the soft tissues cover- 
ing the bone, then invades the periosteum and peri- 
chondrium, and, finally, involves the bone itself. 
Contamination of the Retzius cavity, traumatism of 
the symphysis and the pubic bone during the opera- 
tion, and trophic disturbances of the cartilage of the 
symphysis caused by denuding of the protecting soft 
tissue seem to be the main causative factors. 

WERNER M. Sormitz, M.D. 


Rupture of the Membranous Urethra: Its Treat- 
ment by the Retropubic Route (Roturas de la 
uretra membranosa: su tratamiento por la via retro- 
pubica). Reyes TAMAYO OcHoA. Rev. urol., Méx., 
1950, 8: 117. 

Fourteen cases of rupture of the membranous 
urethra are reported. In 10 of the patients the treat- 
ment consisted of the usual procedures, that is, 
essentially suprapubic cystostomy, passage of a 
catheter, perineotomy, and suture of the urethra over 
a catheter. The results obtained by these procedures 
were not essentially different from those obtained by 
other authors; that is, they were not too encouraging 
as in only 2 patients postoperative courses of 
urethral dilatation were unnecessary. 

Four patients have recently been treated by the 
retropubic suture technique developed by the author. 
In the first, a boy of 15 years, there was uncovered, 
20 hours after the accident, a 3 cm. longitudinal 
wound of the urethra in its membranous portion. 
The wound had regular borders. The second patient, 
27 years of age, presented, 26 hours after the acci- 
dent, a complete, transverse laceration of the urethra 
with contused borders at the level of the emergence 
of the urethra from the prostate. The third patient, 
19 years of age, exhibited, 6.5 hours after the acci- 
dent, a complete rupture of the membranous urethra. 
The fourth patient, 39 years of age, was found at 
operation, 30 hours after the accident, to be suffer- 
ing from a complete rupture of the membranous 
urethra. 

The technique employed in these 4 cases was the 
same. A cystostomy was done; the retropubic space 
was entered and evacuated of blood and extravasated 
urine. In a low Trendelenburg position an antero- 
grade catheterization was done with a Foley or 
Nelaton catheter or a urethral sound. Catheteriza- 
tion may be assisted by a finger inserted into the 
space of Retzius. In the total ruptures, of course, a 
retrograde catheterization may be added in order to 
find both of the ruptured ends. The anastomosis con- 
sisted of 4 catgut sutures, placed with an atraumatic 
needle. A Foley sound was always left in the urethra 
for a number of days; the Foley sound was a slender 
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one (No. 16) with a capacity of roc.c. This was done 
to avoid possible irritation of the urethra by a larger 
size. 

The results in all these 4 patients were excellent; 
the postoperative roentgenogram together with those 
as late as 2 months after the operation, always 
showed a normal appearing urethral tract and urina- 
tion was not impeded. 

The author admits that the time elapsed since the 
operation is insufficien. for remote evaluation and 
that the statistical material available is too limited to 
admit of sweeping conclusions; these cases, however, 
are reported at this time as an encouragement to 
other urologic surgeons in this work. The author 
does not even wish to infer that the method is orig- 
inal; however, he is sure that the method is not being 
employed in Mexico at the present time. 

It is believed that the operation is especially in- 
dicated for all ruptures of the prostatic urethra and 
for those ruptures of the membranous urethra which 
are located at the level of the floor of the prostate. 
Those situated distal to this level are more properly 
adapted for the perineal route; for this route should 
also be reserved those cases with oblique lacerations 
extending from the apex of the prostate to the bulbar 
urethra. The latter cases are perhaps better treated 
by a combination of both methods. 

Advantages of the retropubic approach are the 
avoidance of perineostomy and the placing of these 
badly injured patients in the position required for the 
perineal approach. 

Every rupture of the urethra is a potential stric- 
ture and any method which promises to free these 
patients of the martyrdom of the prolonged urethral 
dilatations is to be welcomed. 

Joun W. BRENNAN, M.D. 


Statistical and Analytic Review of the Final Results 
of Transurethral Resection for Cord Bladder. 
Joun L. Emmett, Donatp D. ALBERS, and RUSSELL 
E. ANDERSON. J. Urol., Balt., 1951, 65: 36. 


In previous communications from the Mayo Clinic 
it has been shown that in many cases neurogenic 
vesical dysfunction (in the chronic stage) may be 
successfully treated by transurethral resection of the 
vesical neck. Articles have also appeared from other 
urologic centers describing successful results from 
this operation. The most disconcerting aspect of 
this type of treatment, however, has been the diffi- 
culty of making an intelligent selection of patients 
for the operation. Experience has shown that in 
many cases almost miraculous results are obtained, 
whereas in others the results have been disappoint- 
ing. To date it has been impossible to predict with 
reasonable accuracy which patients might be ex- 
pected to respond favorably to the operation. The 
authors were interested in finding out the percentage 
of patients who have been helped and in learning, 
if possible, any factors which might aid in the 
selection of patients for operative treatment. 

This communication concerns 143 patients with 
neurogenic vesical dysfunction who underwent trans- 
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urethral resection at the Mayo Clinic prior to Janu- 
ary 1, 1949. As stated previously, it does not in- 
clude patients with tabes dorsalis or diabetic tabes, 
or who have undergone surgical removal of the 
rectum and sigmoid, or infants and children with 
myelodysplasia. It does include patients with trans- 
verse lesions of the spinal cord resulting from 
trauma, inflammation, neoplasm, operation (such 
as operation on the spinal cord for tumor or pro- 
truded intervertebral disc), or from spinal anesthe- 
sia. It also includes a small group of patients with 
miscellaneous lesions. 

In the usual case of transverse lesion of the cord 
it would seem best to carry on with accepted con- 
servative measures for several months or a year 
before transurethral resection is attempted. This 
waiting period allows time for any spontaneous re- 
covery to occur and allows the chronic pattern of 
vesical dysfunction to be established. The excep- 
tions to this rule are the incomplete lesions caused 
by operations on the spinal cord for tumor or pro- 
truded intervertebral disc, and also the rare lesions 
which result from spinal anesthesia. Patients in 
these cases have done well when transurethral re- 
section was performed while they were still in the 
hospital convalescing from the operation on the 
spinal cord. 

The level of the lesion in the cord seems to have 
little, if any, influence on the type of vesical dys- 
function or on the results which might be expected 
from transurethral resection. The only important 
effect of the level of the lesion in this series of cases 
was that the higher the lesion the more likely it 
was to be a complete lesion with little or no recovery. 

A satisfactory method of classifying neurogenic 
vesical dysfunction has not been devised. The 
authors have not found cystometry to be successful. 
A crude clinical classification into six types has been 
suggested in the complete paper. The overwhelming 
majority of all neurogenic bladders carry substantial 
amounts of residual urine. 

By far the best results secured from transurethral 
resection in cases of transverse lesions of the cord 
have been in the group of incomplete lesions, in 
which good results were obtained in 80 per cent and 
improved results in 11 per cent. The most brilliant 
results have been achieved in the cases with the 
typical syndrome of urgency incontinence and pre- 
cipitate urination, so commonly found in incom- 
plete transverse lesions. Although the results are 
not so good for patients with complete lesions (good 
results in 37 per cent and improvement in 31 per 
cent) as for those with incomplete lesions, they are 
sufficiently good to justify putting forth the effort. 
The best results in the cases of complete lesions 
seem to be secured in patients whose vesical dys- 
function has been classified as type B (with frequent 
involuntary spurts of varying amounts of urine at 
irregular intervals). The poorest results are secured 
in cases of true automatic bladder. 

There seems to be no correlation between the 
results of transurethral resection and the level of 
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the lesion in the cord. Moderately good results 
have been secured in the miscellaneous group of le- 
sions, such as multiple sclerosis, combined sclerosis, 
degenerative lesions of the spinal cord, arachnoidi- 
tis, amyotrophic lateral sclerosis, and Parkinson’s 
disease. It is of interest that 7 good results were 
obtained in a small series of 14 cases of multiple 
sclerosis, while improvement in the patient’s con- 
dition was obtained in 4. There is not as much 
change between the immediate and late results as 
has been supposed. In 14 of 98 patients who were 
followed up, a change for the worse was found, 
while a change for the better was noted in 9, which 
makes the net change rather low. Of 79 patients 
with immediate good results who were followed up, 
82 per cent maintained their good results. 


Torsion of the Testis and Its Appendages. S. H. 
Lovett. Med. J. Australia, 1950, 2: 787. 


The author is convinced that “torsion of the 
spermatic cord” is a misnomer, that true torsion is 
confined to the testis per se or its embryonic appen- 
dages, and that torsion never occurs with a com- 
pletely normal testis. These conclusions have been 
based on personal observations, study of the pub- 
lished cases of torsion, and observation that the 
highest incidence of torsion occurs just after puberty 
during the period of most rapid testicular growth. 

Torsion of a completely descended testis is said to 
occur only when there is a mesorchium, or mesen- 
tery, which permits excessive mobility. This ana- 
tomic relationshlp is thought to result from failure 
of consolidation of the rete testis. The testis rotates 
at the site of the mesorchium and strangulation 
occurs at this same point. 

While torsion may occur in an incompletely 
descended testis, the latter is usually associated 
with an inguinal hernia and there is an abnormal 
relationship between the testis, epididymis, and the 
cord which permits excessive mobility similar to 
that described in the fully descended testis. 

Since none of the torsion was noted in the cord, 
but was confined to the attachment of the testis to 
the adjoining structures, the author suggests that 
the term “torsion of the spermatic cord” be aban 
doned. Torsion of the testicular appendages usually 
affected the appendix testis, but the appendix of 
the epididymis, vas aberrans, and organ of Giraldés 
were involved less frequently. 

Special emphasis is given to the probably high 
incidence of torsion that has been overlooked clin- 
ically. The condition is confused with epididymo- 
orchitis and differentiation may be extremely diffi- 
cult. When in doubt, the author advises scrotal ex- 
ploration. If torsion is found, he prefers to delay 
orchectomy even though the scrotal contents may 
be badly discolored. Orchidopexy and multiple in- 
cisions in the tunica albuginea have resulted in 
unexpected recovery despite apparently severe im- 
pairment of the testicular blood supply. Orchecto- 
my can be resorted to as a secondary operation if 
necessary. Ormonp S. Cup, M.D. 
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The Clinical Use of NU-445 (Gantrisin) in the 
Treatment of Urinary Tract Infections; A 
Report of 100 Cases. B. Lyman STewarp and J. 
Jerry Lasu. J. Urol., Balt., 1950, 64: 801. 


The authors present data collected from 100 case 
studies of infection of the urinary tract with NU-445 
(gantrisin) as the chemotherapeutic agent. The 
patients were ambulatory with a diversity of acute 
and chronic pathologic findings which are tabulated, 
the dominating condition being cystitis of a sec- 
ondary nature. 

Adult patients in this group received 4 gm. of 
NU-445 daily to a total of 25 gm. The fluid intake 
was maintained at 2,000 c.c. daily, but no alkaliniza- 
tion was effected. Children received 2.5 gm. daily 
to a total of from 20 to 25 gm. with a fluid intake of 
from 1,000 to 1,500 c.c. per 24 hours. 

The laboratory protocols for isolation of the bac- 
teria and the criteria for identification are discussed 
in detail. The predominance of Escherichia coli as 
a urinary pathogen is demonstrated by its presence 
in approximately 47 per cent of 111 organisms iso- 
lated. Mixed bacterial infections were found in 6 
per cent of the cases, this organism always being one 
of the offenders. Aerobacter aerogenes and Pseudo- 
monas organisms appeared 8 times and Proteus, 7 
times. 

The effectiveness of the drug was considered from 
two standpoints: (1) the immediate sterilization of 
the urine, indicating the bactericidal properties of 
the drug, and (2) the presence or absence of relapse 
after the chemical had been discontinued. The 
patients in whom the urine remained sterile one 
month following drug cessation were regarded as 
clinically ‘‘cured.” 

The therapeutic efficacy of the drug for each 
organism is presented in table form. In general, 
the high therapeutic index is shown by its control 
of 43 per cent of the infecting organisms in 24 hours. 
Of 55 cases with Escherichia coli as the dominating 
organism, 29 were controlled in 24 hours, and after 
72 hours all the coli isolates but 4 were controlled. 
Allowing for a later relapse in 11 cases, the end re- 
sult was failure in only 27.3 per cent of these cases. 
Of 7 cases with the Proteus organisms, all but 1 
were controlled after 72 hours, but none as early 
as 24 hours. One relapse occurred. Anatomical or 
calculus complications are common with this germ 
and perhaps more prolonged observation might 
show additional relapses. The drug was effective 
in 6 of 8 cases with the Pseudomonas after 72 hours, 
1 of which had a relapse. The Aerobacter aerogenes 
appeared to be the most resistant organism en- 
countered, only 50 per cent of 8 cases with this 
organism coming under control. 

In summation, a clinical cure was effected by NU- 
445 in two-thirds of all the cases. Side reactions 
in these patients were minimal and in no instance 
was sulfonamide crystalluria observed. 

ALLAN K. SwersiE, M.D. 




















Para-Aminosalicylic Acid (P. A. S.) in the Treat- 
ment of Genitourinary Tuberculosis [L’acide 
para-amino-salicylique (P. A. S.) dans le traitement 
de la tuberculose génito-urinaire]. AMERICANO DA 
Costa. J. urol. méd., Par., 1950, 56: 494. 


The sodium salt of para-aminosalicylic acid was 
tested in 56 cases of genitourinary tuberculosis. 
Twenty-five of the patients were women and 31 were 
men. Six of the men abandoned treatment; thus 
this report concerns 50 patients, 25 women and 25 
men. The material contained 14 instances of bi- 
lateral renal tuberculosis, 31 of unilateral renal tu- 
berculosis or tuberculosis of the kidney remaining 
after unilateral nephrectomy, 4 cases of residual 
cystitis, and 1 case of genital tuberculosis. There 
were 31 instances of cystitis. Nearly all showed 
pyuria. All exhibited tubercle bacilli in the urine. 

The dosage of P. A. S. employed varied from 12 to 
24 gm. per day, depending upon individual consider- 
ations. An important thing to remember is that 
P. A. S. is excreted through the kidney and that 
the kidney’s power to excrete diminishes rapidly with 
the advance of its tuberculous involvement. Never- 
theless, all the drug given will, as a rule, disappear in 
a few hours (about 6) and it is difficult to keep the 
effective blood concentration level up to the required 
point; to be absolutely sure of the effect of treatment 
it would seem advisable to administer P. A. S. as 
often as every 2 hours. In the author’s material oral 
administration has always been used, except in 1 
instance of involvement of the meninges when in- 
travenous administration was used. In the usual 
procedure the author started with 18 gm. per day for 
4 days and then he made a blood test for the presence 
of P.A.S. This test consisted of adding 1 or 2 c.c. 
of a solution of 1.68 percent ferric nitrate in 0.07 
normal nitric acid to the blood to be tested. In 
the presence of P. A. S. the blood assumes a dark 
cherry red color. This test is purely qualitative. It 
is made on a specimen procured 2 hours after one of 
the fractionated doses and the reading is completed 
within an hour. 

The treatment should be continued uninterrupted- 
ly for considerable periods of time; in 1 of the 
author’s patients this period lasted for 7 months. 
The most important enemy of this objective is intoler- 
ance to P. A. S. on the part of the patient. This in- 
tolerance usually manifests itself in the form of loss 
of appetite, loss of weight, diarrhea, anemia, and 
signs of kidney irritation (blood in the urine, ace- 
turia, and aggravation of any glucosuria present). 
The treatment is contraindicated in the presence of 
diabetes. There is no evidence of antagonism be- 
tween P. A. S. and streptomycin, or between P. A. S. 
and chaulmoogra oil; however, there does seem to be 
some inactivation of the P. A. S. by vitamin K. In- 
tolerance is combated by the natural process of 
habituation, and by the administration of vitamins 
D2, and C, kaolin, bismuth, magnesia, vitamin-P, 
carbon, and belladonna. 

Continuous intravesical drip with the apparatus of 
Riches has been carried out in the presence of tu- 
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berculous involvement of the urinary bladder; how- 
ever, the method is practically prohibitive because of 
the expense (10,000 francs per kgm. of P. A. S.). 

After all, however, the success of the treatment 
will rest largely on the persistence and docility of the 
patient; this is probably the reason why somewhat 
better results were procured in the female patients. 

In this material the urine of 64 per cent of the 
women and 68 per cent of the men was rendered 
free of tubercle bacilli, after adequate periods of 
treatment. In 4o per cent of the women and 20 per 
cent of the men there was roentgenographic im- 
provement; in 36 per cent and 31 per cent, re- 
spectively, there was no change; in 4 per cent and 8 
per cent, respectively, the condition became worse; 
and in 20 per cent and 4o per cent, respectively, 
there was no roentgenographic control. In the cases 
of cystitis, 62.8 per cent of the women and 86.6 per 
cent of the men were relieved of symptoms. Fifty- 
six per cent of both sexes gained weight during treat- 
ment. The pyuria disappeared in 61 per cent of the 
women and 76 per cent of the men. 

The general results obtained in patients treated 
with P.A.S. alone and those treated with a combina- 
tion of P.A.S. and streptomycin, and including 
every type of lesion and both sexes, were roughly as 
follows: excellent results in 22 per cent; good results 
in 28 per cent, amelioration in 30 per cent, no change 
in 14 per cent, and change for the worse in 6 per cent. 

The genital lesions were all chronic conditions. 
There were 3 fistulas. One of these closed within 50 
days of treatment; a second fistula in a case of tu- 
berculous urethroprostatoepididymitis closed rapid- 
ly with the aid of streptomycin combined with 
P. A. S. The third fistula formed during the treat- 
ment but was almost closed at the time this report 
was made. There were 11 cases of chronic epididymi- 
tis associated with tuberculous renal lesions. These 
were isolated lesions, or they were associated with 
tuberculosis of the prostate or vesicles. Among 
these cases no regressions were observed. Only in 1 
case, associated with unilateral renal tuberculosis, 
did the nodule in the epididymis disappear com- 
pletely. 

The author was not impressed with the therapeu- 
tic efficacy of the addition of chaulmoogra oil. 

Joun W. BRENNAN, M.D. 


Muellerian Duct Cysts. FRreprerick A. Lioyp and 
DovELt. Bonnett. J. Urol., Balt., 1950, 64: 777. 


The normal remnants of the muellerian duct in 
the adult male are the appendix testis from its 
proximal end and the prostatic utricle from its 
distal end. Persisting vestigial structures, usually 
in the form of cysts, may extend from the appendix 
testis up the spermatic cord, through the abdominal 
ring, and finally come to lie between the vas deferens 
and the bladder. Reports of muellerian duct cysts, 
including the small ones of the utricle, amount to 
approximately 40 in number. However, it is proba- 
ble that some cases have been reported as cysts of 
the seminal vesicle, which should usually contain 
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spermatozoa. The latter are never found in cysts 
of the muellerian duct. 

In size, the cysts vary from small dilatations of 
the utricle to huge masses containing up to 5 liters 
of fluid. In the retroprostatic position they are 
usually so closely attached to the bladder wall, the 
prostate, and even the seminal vesicles that their 
clean surgical removal may be very difficult. Symp- 
toms depend upon their size and location. A small 
cyst of the utricle may cause urinary retention. 
Rectal findings may be negative. Pelvic cysts may 
cause dislocation of the pelvic organs and urinary 
symptoms due to compression of the bladder. A 
fluctuant, globular mass may be palpable in the 
midline above a prostate which feels normal. Fre- 
quently, however, the impression is gained that 
there is a soft symmetrical enlargement of the pros- 
tate. If the utricle can be catheterized the cyst may 
be demonstrated roentgenographically. This valu- 
able diagnostic procedure should be attempted in 
every suspected case. When complete surgical re- 
moval is not possible, varying success has followed 
drainage or partial removal with packing or electro- 
coagulation of the inaccessible portion. 

In a reported case, the patient presented a bi- 
lateral epididymitis of 6 months’ duration and pro- 
gressive urinary discomfort with perineal and supra- 
pubic pains. Rectal examination showed a greatly 
enlarged prostate which was smooth and soft. The 
initial impression was that a tumor of the prostate, 
probably sarcoma, was present. With perineal 


punch biopsy, 100 c.c. of opalescent fluid drained 
out and the mass disappeared. The prostate now 
felt normal. 


With 


The mass recurred in 2 weeks. 
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catheterization of the utricle and injection of 60 c.c. 
of skiodan, the cyst was clearly outlined and its 
nature defined. An attempt at suprapubic removal 
was unsuccessful. By perineal exposure a pear-sized 
mass densely adherent to the periprostatic struc- 
tures was removed in several pieces with great 
difficulty, mainly by sharp dissection. The speci- 
mens consisted of 4 separate pieces including part 
of the prostate and both seminal vesicles. Histologi- 
cally, they showed a marked inflammatory change 
of the cyst wall with no epithelial lining. 
ALLAN K. SwersiE, M.D. 


Mucoid Adenocarcinoma of the Urachus Invading 
the Bladder. S. P. Hurwitz, E. B. Jacosson, and 
H. H. Orrenstein. J. Urol., Balt., 1951, 65: 87. 


Two cases of carcinoma of the urachus are re- 
ported, bringing the total to date up to 54. Both 
of these occurred in males, 63 and 46 years of age, 
respectively. In both instances, the tumor invaded 
the bladder. One patient was treated by total 
cystectomy and was reported well 22 months later. 
The other was subjected to only partial cystectomy 
and removal of the urachus and died 16 months 
later. 

Most of these tumors are mucoid adenocarcino- 
mas and have been reported only in adults. Symp- 
toms usually occur late in the disease, after the 
bladder has become involved. They can be con- 
fused with carcinoma of the bowel which has in- 
vaded the bladder. The tumors are highly resistant 
to x-ray therapy. The best results have been ob- 
tained with radical open surgery. 

Ormonp S. Cup, M.D. 




















CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Typical Giant Cell Tumors (So-Called Brown Tu- 
mors) of the Bones [Die typischen Riesenzellen- 
tumoren (sog. braune Tumoren) der Knochen]. G. 
E. Konjetzny. Neue med. Welt., 1950, 1: 1327. 


The author discusses the pathology, symptomatol- 
ogy, and treatment of giant cell tumors of the bones. 
Whereas originally these growths were considered as 
sarcomas and treated by amputation, the consensus 
now is that they are definitely not malignant. 
Whether they are true tumors at all or rather granu- 
lomas of chronic inflammatory nature is still an 
open question. 

Macroscopically, the tumors consist of solid mas- 
ses surrounding numerous cystic cavities filled either 
with blood or chocolate-colored viscous liquid. The 
brown color of the tumors is caused by deposits of 
hemosiderin. Histologically, the picture is charac- 
terized by fusiform cells and large giant cells of the 
osteoclastic type. The roentgen views show a honey- 
combed appearance. 

The etiology and pathogenesis are still moot points. 
It is certain, however, that the tumors often develop 
following various injuries of the marrow, such as frac- 
tures, hemorrhages, and necroses of the epiphyses. 
This would indicate that they are not true tumors 
but resorption granulomas of chronic inflammatory 
type. 

The age of predilection is between 15 and 30 
years, and the most frequent site is in the epiphyses 
of the long bones, especially in the distal part of the 
femur and radius and the proximal part of the tibia 
and humerus. 

The treatment is thorough removal of the masses 
by curettage. If large bone defects remain after the 
operation, they should be filled by cortical bone with 
its periosteum to effectuate better regeneration. In 
rare cases bone graft may be necessary to fill the 
defects. Amputation is contraindicated. The prog- 
nosis is definitely good. 

WERNER M. So.mitz, M.D. 


Two Cases of Osteochondritis Dissecans Affecting 
Several Joints. B. M. Hay. J. Bone Surg., 1950, 
32-B: 361. 

While osteochondritis dissecans affecting a single 
joint has been widely studied since the term was 
first introduced, multiple lesions are comparatively 
uncommon. The author describes 2 cases of multiple 
lesions and examines some of the hypotheses of the 
etiology of these cases. 

The first case was that of an 18 year old gardener 
with involvement of both knees and both elbows. 
The second case was that of a 15 year old schoolboy 
with involvement of both elbows and the right knee. 
The individual lesions in these cases did not differ 
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in appearance from many already reported and their 
interest lies in the bilateral and multiple distribution. 

Although a history of severe injury was lacking in 
both cases, it is clear that young athletic males meet 
with frequent minor injuries affecting especially 
such exposed joints as the elbows and the knees. 
The similarity of the lesions on each side was, 
however, so striking that one could not but agree 
with others in looking for some factor other than 
injury alone. In lesions of the medial femoral 
condyles a congenital anomaly within the joint, such 
as an unusually long tibial tubercle, has been sug- 
gested. No mechanical cause of this kind was appar- 


. ent in these cases. There was no evidence of a con- 


genital anomaly of the cartilage such as might make 
it more liable to injury; the problem seemed to be 
one of bone rather than of cartilage. There was no 
family history of similar affection in these cases, 
nor clinical evidence of endocrine or other constitu- 
tional disturbances; no pathological evidence of dis- 
turbed calcium or phosphorus metabolism was found. 

There was no evidence that injury, congenital 
anomaly, or constitutional disturbance played any 
part in the etiology of either case. 

Rupotpu S. Reicu, M.D. 


Osteochondritis Dissecans of the Elbow Joint; A 
Clinical Study. Norman RosBerts and ROWLAND 
HucuHes. J. Bone Surg., 1950, 32-B: 348. 


It is the purpose of the author to record the main 
features of osteochondritis dissecans of the elbow 
joint as they found them in a study of 38 cases (44 
elbows). 

The onset of the disease is variable but occurs 
principally in the second decade. There is a marked 
preponderance of the male sex. The right side was 
involved in 75 per cent of the total number of pa- 
tients and in 6 patients the condition was bilateral. 

The clinical picture of the early case is variable. 
Often the patient first complains of a diffuse dull 
pain or ache in the joint accompanied by a little 
stiffness; the onset is insidious. Attention may be 
drawn to the condition by a recent injury. Sudden 
spontaneous locking followed by pain and effusion 
in the elbow of an adolescent is pathognomonic of 
osteochondritis dissecans. The condition is often 
symptomless and discovered accidentally. 

The most constant early physical signs are lim- 
itation of extension of the elbow and palpable en- 
largement of the head of the radius. The absence 
of conspicuous synovial swelling distinguishes the 
condition from chronic infective lesions, particu- 
larly tuberculosis. 

The site of the lesion cannot be determined by 
clinical examination. In this series, roentgenography 
revealed a lesion either in the capitellum (40 elbows), 
in the head of the radius (2 elbows), or in both (2 
elbows). In the authors’ experience, the earliest 
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changes were seen in the anteroposterior roentgen- 
ograph as a patchy rarefaction, with ill-defined 
limits, largely affecting the convexity of the capitel- 
lum. The superimposition of normal bone probably 
modifies the appearance. Less often the lesion is 
more easily seen in the lateral view. The next most 
constant appearance is an irregular cystlike change, 
which bears a resemblance to an early stage of 
Freiberg’s disease of the metatarsal head. The 
authors believe that this represents a later, more 
defined phase of the patchy rarefaction, and that the 
separation of small fragments may now become evi- 
dent. The shedding of multiple small fragments 
giving a ragged appearance is sometimes seen. Yet 
another picture demands special description, name- 
ly, the occurrence of a single, large, rarefied or 
punched-out area or cavity without any apparent 
sequestrum, very closely simulating the destruction 
of tuberculosis. Sometimes a loose bone fragment 
is seen lying close to its capitellar bed. 

Whatever the original form of the lesion may have 
been, in the vast majority of cases presenting with 
loose bodies, careful scrutiny of the roentgenographs 
will reveal the scars which are the hallmark of previ- 
ous osteochondritis dissecans. The cystlike appear- 
ance may remain, or the eburnated irregular margins 
of the primary lesion may be seen in profile, but the 
most constant feature of all is a flattening of the 
capitellum. There are thus many patients, first re- 
porting in the third decade, who have suffered from 
osteochondritis dissecans in an undetected form 
several years previously, and whose first important 
symptoms arisé from the locking of a loose body. 
Secondary osteoarthritis commonly develops at a 
later age and may be wrongly regarded as the cause 
rather than the result of loose bodies. The general 
distortion of the shape of the joint which occurs in 
severe osteochondritis dissecans does not limit itself 
to the capitellum and the head of the radius—the 
greater sigmoid cavity of the ulna may be enlarged 
and deepened with a curious angular appearance. 

The article is profusely illustrated with roentgen- 
ographs to demonstrate all of the above changes. 

The head of the radius was unmistakably enlarged 
in 50 per cent of the cases. Only 3 cases showed 
premature epiphysial closure. No hereditary or 
familial factor was recorded. 

The general opinion is against early operative 
intervention. Ata later stage the indication for sur- 
gery becomes more definite, when the loose bodies 
have become detached. The incision or incisions 
will be made for the loose bodies themselves and 
without regard to any exploration. 

Certain facts demand explanation, particularly 
(1) the history of mild injury in nearly half of the 
cases; (2) the overwhelming preponderance of males; 
(3) the tendency for multiple loose bodies to be 
formed—not all at the same time; (4) the roentgen- 
ological picture of patchy rarefaction followed by 
cystlike change underlying separated fragments; (5) 
the limitation to convex articular surfaces—head of 
femur, capitellum, convex borders of head of radius, 
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and talus; (6) the onset in adolescence; (7) the mul- 
tiple joint involvement, including bilateral cases; 
(8) the association with epiphysial prematurity; 
and (9) the predilection for the right side in the case 
of the elbow. 

In conclusion, the authors believe that while 
evidence of a constitutional factor is strong, the 
predilection for certain joints, for the right elbow, 
and for convex articular surfaces, can be explained 
only on the basis of a local factor. Thus, they are 
tempted to support a concept of two main factors: an 
overriding constitutional factor which determines 
the onset of the condition, and one or more local 
factors which determine the particular anatomical 
site of the lesion. Ruporpu S. Reicu, M.D. 


Sacroiliac Tuberculous Arthritis. Douctas ParKeEr. 
Med. J. Australia, 1950, 2: 319. 


While tuberculous disease of the sacroiliac joint 
has been regarded both as rare and also as having a 
bad prognosis, a review of the records of the Royal 
Hobart Hospital in Tasmania reveals that the dis- 
ease is not uncommon and occurs more often than 
does similar disease of the joints of the upper limb 
and of the knee and ankle. The 22 cases reported 
cover a 12 year period and represent the great 
majority of all cases occurring in the community, 
some 125,000 in population. 

In not 1 instance was the bovine bacillus found, 
which indicated that the human strain of the tuber- 
cle bacillus is the causal organism of the great ma- 
jority of tuberculous infections on the island. A 
high incidence of spinal tuberculosis in this series 
was noted and an endeavor is made to explain it. 
It is considered to be due to a blood-borne attack 
through the vertebral venous system. — 

It is interesting to note that the center of ossifi- 
cation of the posterior superior iliac spine and the 
neighboring portion of the posterior iliac crest ap- 
pears at the age of 15 years and finally fuses at the 
age of 25 years. During this period the blood supply 
to this area would be increased. This is regarded as 
the principal cause for the onset of the disease in 
this area. 

Early diagnosis is difficult. To make it more diffi- 
cult, the early x-ray signs are of little value and lag 
behind the clinical symptoms. Three months was 
the shortest period from the onset of first symptoms 
before the x-ray findings were positive. The earliest 
signs are erosion of the joint margins, particularly in 
the lower part of the joint. Another feature, regard- 
ed as being very significant and diagnostic, has 
been noted by the author. This is a definite altera- 
tion in the alignment of the components of the joint 
in the form of a definite ‘“‘shift’’ of the ilium medially 
and upward. It really is a subluxation of the joint. 
In the early stages the “shift” is medial only. Later 
it is more prominent, and the upward movement 
takes place. The change can first be determined, 
if it is suspected, by actually measuring the distance 
from the fifth lumbar spine to the crest of the ilium. 
This change in joint structure is analogous to the 
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loss of joint space occurring in disease of the hip 
and spine. The later changes are those of obliter- 
ation of the joint space and sclerosis of the adjoining 
bones, and indicate quiescence of the lesion. 

In the very early stages the results of physical 
examination may be negative, but the patient com- 
plains of low backache and localizes it to the sacro- 
iliac joint. With progress of the disease the pain 
becomes more localized and palpation over the joint 
causes pain. When this is present, the limp has 
appeared and other signs are present: (1) straight 
leg raising is restricted; (2) pain is caused by com- 
pressing the pelvis and springing the joint—a ma- 
neuver carried out by putting the sacroiliac joint on 
the stretch by flexing the thigh and knee of the 
affected side with the patient supine and pressing 
the thigh into extreme adduction. Pain on turning 
in bed was found to be constantly present. Four 
patients presented with abscesses, 3 gluteal and 1 
psoas abscess. 

Any patient between the ages of 15 and 25 years 
complaining of pain situated over the sacroiliac 
joint and persisting for some time must be suspected 
of having this disease, particularly if there is a his- 
tory of contact with tuberculosis. Should there be 
a limp, local evidence of tenderness over the joint, 
and pain on springing the joint, the patient should 
be put to bed for a period of diagnostic rest, even 
if there are no positive x-ray signs. When positive 
x-ray findings appeared the patients were rigidly 
immobilized in the absence of abscess or after the 
abscess has subsided, in a long plaster spica. When 
an abscess was present, a plaster bed with a turning 
case was used, the abscess being repeatedly as- 
pirated. 

The aim of treatment, whenever possible, has 
been to carry out operative fusion of the joint when 
conditions were satisfactory. Operative treatment 
was carried out on 8 patients, with extra-articular 
arthrodesis according to the method of Verrall. The 
patients were kept recumbent for 4 months after the 
operation. Streptomycin is a valuable aid in the 
treatment. 

Four deaths occurred in the series: 2 of them 
from amyloid disease, 1 from miliary tuberculosis, 
and 1 from secondary tuberculous infection of the 
renal tract. Among the 8 patients operated upon, 
there were no deaths. Five of these patients re- 
sumed civil life. One woman has married and been 
delivered of a child by cesarean section. Three 
patients had the operation within the last 6 months. 

Rupotps S. Reicu, M.D. 


Tuberculosis of the Knee: A Review of 170 Cases. 
H. C. son Hotmpaut. Acta orthop., scand. 1950, 20: 
19. 

The author reported the results of the treatment 
of 170 cases of tuberculosis of the knee during the 
period 1936 to 1945. One hundred thirty-one cases 
were analyzed by means of answers to questionnaires 
in 104 instances, but in 27 other cases examination 
at the hospital was possible. There were 85 adults 
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and 46 children (under 15 years). The average period 
of observation was 6 years for the adults and 6.8 
years for the children. The minimum observation 
period was 1 year. The diagnosis was established 
by one or several methods (guinea-pig test, biopsy, 
culture). 

The incidence of tuberculosis of the knee is highest 
in early childhood (0 to 5 years), diminishes towards 
puberty, and then increases rapidly, the highest 
figures occurring between 16 and 25 years, after 
which age the number of new cases is small. The 
treatment adopted was essentially surgical for adults 
and conservatively surgical for the children. Mild 
forms in adults responded to conservative treatment 
alone, but some children did not respond to such 
treatment. Most authors agree on the value of 
excision of the focus in children. This is true par- 
ticularly when the focus lies more or less close to the 
joint but has not broken into it. Without operation 
the disease nearly always spreads into the joint, and 
it is obviously a great advantage to avoid this com- 
plication. Since the disease is thought to begin in the 
bone in most cases, and in only a few cases in the 
synovia, radical removal of the bony focus is clearly 
a very important part of the treatment. The follow- 
up study has shown that postoperative deformities 
and shortening are rare in adults, but much more 
common in children, in whom a subsequent correc- 
tive operation is often required. The risk of post- 
operative deformities persists until the epiphyses 
close. 

The joint was resected according to a method de- 
scribed by Waldenstrom, with a bloodless field. An 
upper curved suprapatellar incision was made, and 
the suprapatellar pouch and the posterior recess were 
completely removed. The resection was as sparing as 
possible. The knee was left in 5 to ro degrees of 
flexion. 

Of 37 patients treated conservatively, 8 recovered 
with ankylosis, 14 had some degree of mobility, and 
15 had full mobility. Only 1 patient had a lateral 
deformity and 1 had a shortening of more than 4 cm. 
Seven children treated conservatively were found to 
have slight lengthening of the affected leg. It ap- 
peared at the after-examination that from a social 
standpoint an ankylotic knee was not usually any 
bar to employment. Of the patients 63.1 per cent 
reported no disability, while 17.1 per cent reported 
slight disability and 19.8 per cent, great disability 
from the ankylosed knee. 

C. FRED GOERINGER, M.D. 


The Osteogenetic Exostoses of the Period of Growth; 
4 Cases of Solitary Exostosis of the Lower End 
of the Tibia (Esostosi osteogenetiche di accresci- 
mento; 4 casi di esostose solitarie dell’estremo infe- 
riore della tibia). Uco pet Torto. Riforma med., 
1950, 64: 1130. 

The exostoses here reported all occurred in young 
girls of from 7 to 16 years of age. The patients were 
all of normal bodily development and all in excellent 
physical condition. There were no concomitant de- 
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formities and no shortening of the affected extremity. 
The lesion itself presented a simple, circumscribed 
tumefaction of the tibial bone. There was no evi- 
dence of stigmas in other parts of the body and no 
evidence—as far as could be ascertained anamnestic- 
ally—of family prevalence. Other forms of disease 
could not be demonstrated and there was in no in- 
stance a history of trauma. In every case the skin 
over the growth was normal and without evidence of 
abnormal vascularity. 

On palpation the mass was found to be roughly 
round, smooth, and of dense bony consistency. It 
was not painful, either spontaneously or to pressure. 

Roentgenologic examination disclosed in each in- 
stance a roughly rounded, walnut-sized tumor pro- 
jecting backward and laterally from a point at, or 
near, the distal epiphyseal line of the tibia. The 
fibula was more or less deformed, as though curved 
laterally and backward by pressure from the growth 
of the neoplasm. The fibula was frequently more or 
less eroded by pressure and showed a certain amount 
of decalcification over, and distal to, the neoplastic 
mass (pressure atrophy). 

The grade of opacity of the neoplasm itself was 
less marked than that of the metaphysis of the host 
tibia. 

Roentgenograms gave no evidence of any sort of 
demarcation between the tissues of the tumor and 
those of its host tibia. The trabecular pattern of the 
neoplasm did not, it is true, run perfectly parallel 
with that of the tibia, that is, parallel with the long 
axis of the bone, nevertheless the pattern was very 
far from running vertically to it, as some authors 
assert. This tendency toward a parallel direction is 
regarded by the author as additional evidence of the 
correctness of the theory that these tumors originate 
in microtraumas induced by irritative stresses, in- 
volving the inferior tibiofibular ligament (meniscus 
interarticularis tibiofibularis). Incidentally there are 
reported 3 other tumors which would seem to be true 
osteogenetic exostoses, but in locations where such 
trauma could hadly be active; these, however, pres- 
ent an entirely different roentgenologic appearance. 

A photomicrograph showing the shell of cartilage, 
which can be demonstrated in practically all of these 
exostoses, exhibits an extremely atypical distribu- 
tion and conformation of the cellular constituents 
and other cartilaginous elements. Another photo- 
micrograph shows the same atypical distribution in a 
specimen of newly formed bone from one of these 
tumors. The author uses these findings to support 
his contention that these tumors are really premalig- 
nant neoplasms, but of a highly differentiated 
type, that is, their maturation is of so advanced 
a grade that this cartilaginous constituent becomes 
ossified before the degenerative process can get 
started. The cessation of the growth of the neoplasm 
at the time of cessation of the general growth process 
of the skeleton is also an argument in point, as it sug- 
gests that the factor of malignant degeneration is 
overcome by the growth cessation factor. This pos- 
sibility of malignant degeneration, although of rare 
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occurrence, becomes even more impressive if the 
postulation of Leriche and Policard, viz., that the 
osteogenetic exostosis, the osteochondroma, and the 
chondroma have a common origin and are merely 
three manifestations of different grades of the same 
morbid process, is accepted. 

Joun W. BRENNAN, M.D. 


Osteochondritis Dissecans of the Ankle (Ostéo- 
chondrite disséquante de la cheville). R. SorEur. 
Acta orthop. belg., 1950, 16: 493. 


Osteochondritis dissecans is not uncommon at the 
knee and elbow, but it is rare at other articulations. 

The author reports the case of a 16 year old girl 
who sprained her ankle severely by falling forward 
while the foot was fixed in internal rotation. Three 
months later she complained of pains in walking, 
stiffness, and swelling of the external malleolus. 
Several roentgenograms were negative at that time. 
A Unna boot was applied for a month, and there 
were no further complaints. However, 8 months 
later the pains and swelling recurred, and, in addi- 
tion, she experienced lancinating pains at the level of 
the third and fourth toes. Repeated roentgenograms 
in the oblique diameter revealed a typical lesion at 
the astragalus. 

Surgery was decided upon, and after opening of 
the joint a displaced piece of cartilage at the articular 
surface of the astragalus was removed. The speci- 
men was 7 mm. in length and in the shape of a lentil. 

All discomfort was eliminated permanently after 
the operation. WERNER M. Sotmirz, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


The Indications for, and Results of, Acromionec- 
tomy. F. H. McCiements CALLOw and C. M. 
MAXwELL. Med. J. Australia, 1950, 2: 750. 


It was estimated that at least go per cent of the le- 
sions involving the supraspinatus muscle responded 
fully and permanently to conservative measures. 
There remains, however, a small group of cases in 
which (a) conservative treatment may be contraindi- 
cated by the nature of the lesion, or (b) the expected 
improvement does not eventuate with conservative 
treatment. The chief contraindication to conserva- 
tive treatment is the presence of the rare complete 
rupture, which must be repaired if the function of 
the shoulder is to be regained. Failure of conserva- 
tive treatment may become obvious early, or it may 
be only after a long period of repeated trials that 
more radical measures are considered. 

In the very acute case, even the slight movements 
caused by ambulation bring on severe pain. Re- 
cumbency is equally painful, and sleep impossible. 
The patient demands relief. In other cases, less 
severe, the patient may be unable to tolerate the 
abduction frame. The arm is held to the side with 
the adductors in spasm, so that not only humero- 
scapular movement but also the normal scapular 
rotation on the chest wall is prevented. The risk is 
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“frozen shoulder’, extremely difficult to treat by 
any method. The abduction frame may be tolerated 
and give partial relief, but the nagging day pain and 
accentuated night pain continue despite all thera- 
peutic efforts. The patient cannot sleep and is un- 
able to work, and his general deterioration makes 
active interference essential. In some cases apparent 
cure may occur, but there may be a relapse after 
periods of months and up to several years. These 
relapses are often of greater severity than the ori- 
ginal attack. 

Some 20 cases were treated by acromionectomy. 
A detailed case report is given. The results of the 
operation were good. C. Frep Gorrincer, M.D. 


A New Method for Repair of the Distal Radioulnar 
Ligaments. FREDERICK LEE LiEBott. New York 
State J. M., 1950, 50: 2817. 


There are about 29 methods of treatment for the 
cure of subluxation of the radioulnar joints due to a 
ligamentous tear or abnormality, none of which has 
proved satisfactory to the author. 

The cause of the entity is ascribed to trauma, i.e., 
extreme pronation or supination of the wrist, frac- 
ture of the ulnar styloid, excision of the head of the 
radius, or tear or stretching of the anterior and pos- 
terior ligaments of the wrist. 

Pain, numbness, marked wrist weakness, and in- 
ability to perform forceful twisting or gripping are 
some of the objective and subjective findings of sub- 
luxation of the wrist joint. Preternatural antero- 
posterior gliding at the distal radioulnar articulation 
is a constant symptom. Anatomically, the surround- 
ing dorsal ligamentous apparatus is thin and elongat- 
ed and the bones may show decalcification. 

The author describes the following procedures: (1) 
a dorsal approach 6 cm. long for exploration of the 
extensor tendons of the wrist; (2) the tendons are re- 
tracted medially and laterally; (3) opening of the 
dorsocarpal ligament to permit the exposure of the 
distal ends of the radius and ulna, through which 6 
drill holes are made for the passage of fascial strips 
to secure a firm approximation of the two hereto- 
fore freely movable bones. 

The author reports 5 cases in which treatment was 
given by this method with excellent clinical results. 
No loss of function of the wrist, fingers, or hand 
has resulted from the author’s form of therapy. The 
article is accompanied by 2 technical illustrations 
and a detailed report of 5 cases. 

SAMUEL L. GOVERNALE, M.D. 


Poliomyelitic Hip Deformity and the Erector Spinae 
Transplant. JosepH S. Barr. J. Am. M. Ass., 
1950, 144: 813. 

The usual intractable sequelae of a poliomyelitic 
hip is described. The major factors causing these 
deformities are: (1) muscle imbalance, (2) fascial 
(iliotibial band) contractures, and (3) alteration in 
bone and joint architecture. While it is alleged that 
contracture of the fascia lata or iliotibial band can 
produce flexor-abduction contracture of the hip, con- 
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tracture of the thigh, genu valgum, knee flexion de- 
formity with external rotation of the tibia, varus de- 
formity of the foot, pelvic obliquity, or exaggerated 
lumbar lordosis, no single factor, per se, can be held 
accountable for the bizzare pathologic entity which 
ensues. The author is of the opinion that muscle, 
tendons, nerves, vessels, fascia, and possibly bone 
contribute to the inexorable deformity. Such other 
structures as the erector spinae muscle, the interspin- 
ous ligaments, and the interlaminar ligaments con- 
tribute largely to the lumbar lordosis. Moreover, 
according to Wolff’s postulates, asymmetry in the 
stress and strain on the pelvic bones due to para- 
lyzed muscles inevitably results in bony deformities. 

The operative treatment consists of mobilizing the 
iliotibial band at the level of the head of the fibula 
up to its origin. It is then passed subperiosteally 
around the lateral aspect of the base of the greater 
trochanter and then posteriorly and superiorly be- 
neath the gluteal fascia to emerge in the region of the 
posterior superior spine of ilium, where it is sutured 
to the lateral two-thirds of the homolateral erector 
spinae muscle. Hence, it affords extensor function 
to the thigh and trunk. Release of soft tissue con- 
tracture augments the rehabilitation of the severe 
flexion-abduction deformity and is considered an im- 
portant adjunct to the operation. 

Fasciotomy and/or osteotomy, per se, are usually 
disappointing and conducive to a high rate of recur- 
rence. In the author’s opinion this is the operation 
of choice, despite its radicalism. 

The advantages of the operation are, briefly, as 
follows: (1) the major deforming influence, the con- 
tracted iliotibial band, is completely removed; (2) 
contracted tissues about the knee and hip are dealt 
with; (3) transplantation of the insertion of the ten- 
sor fasciae latae into the trochanter prevents ex- 
ternal rotation deformity, acts as an abductor of the 
thigh, and substitutes for the paralyzed gluteus me- 
dius; (4) lumbar lordosis is abolished by the release 
of existing contractures of the erector spinae muscle; 
(5) the tensor fasciae latae with its new insertion 
augments the stability of the pelvis on the femur. 

The authors have obtained and reviewed the 
records of 50 consecutive patients on whom erector 
spinae transplants have been done, with results as 
follows: improved, 36 (72%); condition same, 7 
(14%); condition worse, 0; insufficient data, 7 
(14%). SAMUEL L. GOVERNALE, M.D. 


Joint Débridement for Osteoarthritis of the Knee. 
Bruno Issertin. J. Bone Surg., 1950, 32-B: 302. 


“Joint débridement” is a term introduced by 
Magnuson to describe an operation on the knee in 
which all the accessible synovial membrane, osteo- 
phytes, diseased cartilage, and abnormal soft tissues 
are removed in an effort to relieve the symptoms of 
osteoarthritis. Although Magnuson reported many 
good results and Haggart confirmed the value of 
the operation there has been no very wide accept- 
ance of it. This article records the results of 35 
operations performed on 32 patients during the last 
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8 years; the series includes all the patients whom it 
was possible to trace and examine 12 months or more 
after the operation. 

In the selection of cases, experience has shown 
that it is wise to reserve operation for patients with 
persistent pain, swelling, and moderate instability 
of the knee, who have not obtained relief from 
conservative measures. The patients must be ca- 
pable of co-operating in the after treatment, which is 
quite painful just after operation. 

Magnuson’s technique has been modified in a few 
minor respects. A tourniquet is always used, and 
a medial or lateral parapatellar incision is made 
according to which side of the knee is more affected. 
The patella may be displaced sideways or downward 
by an inverted Y incision in the quadriceps tendon, 
but in half of the cases the patella must be removed. 
On removal of the synovial membrane, special at- 
tention must be paid to the part near the edge of 
the articular surfaces. Osteophytes are removed 
with a chisel, and loose or worn articular cartilage 
is removed with a knife. The articular surfaces are 
finally smoothed with a rasp or file, even when can- 
cellous bone may be left exposed. The menisci are 
preserved if they are intact and appear healthy, 
and the cruciate ligaments are removed only if they 
are found to be torn. When the patella is preserved, 
any osteophytes are removed and the articular sur- 
face is smoothed. When excision of the patella has 
been necessary, the quadriceps and patellar tendons 
are firmly sutured with stout thread. 

The only fixation used after operation is a com- 
pression bandage. Quadriceps exercises are begun 
as soon as possible, and active movements after a 
few days. Weight can usually be taken on the leg 
after 3 weeks. The recovery of flexion may be aided 
by a cautious manipulation after 5 or 6 weeks, but 
only if the range at that time is less than 50 degrees. 
The range of movement may be expected to improve 
for 12 months. 

As for complications, occasionally a hemarthrosis 
needs aspiration. One femur was fractured during 
a manipulation, but there have been no other im- 
portant complications. 

The operation was considered a success if the 
patient’s pain was abolished or greatly relieved, if 
the knee retained or regained nearly full extension 
and movement through a right angle, and if the 
joint became stable enough for normal activity. 
These conditions were fulfilled after 23 of the 35 
operations, in 22 patients. The operation is con- 
sidered a useful measure when the symptoms resist 
conservative treatment. Rupotpn S. Reicu, M.D. 


FRACTURES AND DISLOCATIONS 


Recurrent Dislocation of the Shoulder Joint. An- 
THONY F. DEPatMA. Ann. Surg., 1950, 132: 1052. 


A study was made on 36 recurrent dislocations 
of the shoulder, and gross and microscopic appear- 
ances were noted in the postmortem examination of 
88 shoulder joints of 44 individuals ranging in age 
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from 18 to 79 years. Prior to their death these pa- 
tients gave negative histories and showed no clinical 
evidence of dysfunction of the shoulders. A determi- 
nation was made of the range of external rotation 
of the arms in 800 normal individuals, roo for each 
decade, from the first to the eighth inclusive. Finally, 
a postoperative end-result survey was made of 23 
recurrent shoulder dislocations treated by the Mag- 
nuson (modified) procedure, the shortest interval 
since operation being 17 months, the longest interval 
being 3% years. 

The author takes issue with other investigators 
who, in considering the pathology of this condition, 
restricted themselves to some irregularity observed 
in the labrum glenoidale, fibrous capsule, or head of 
the humerus. Tears or rents in the capsule which 


‘ have been described by many workers are really 


normal recesses. It is impossible for the head to 
pierce the capsule of the anterior portion of the 
joint unless it is forced through a rent below the 
subscapularis muscle. The head, therefore, in recur- 
rent dislocations lies within the subscapularis recess 
or recesses, which are stretched to accommodate it. 
Both the middle and inferior glenohumeral ligaments 
may be the only feeble barriers to dislocation. 
These lesions are observed in normal shoulders and 
are manifestations of wear, tear, and senescence. 
Trauma plays a role in their formation. These vari- 
ous local lesions occur most frequently and exhibit 
the greatest severity in decades in which recurrent 
dislocations are seldom encountered. Recurrent dis- 
location of the shoulder is a self-limiting disease; 
nature effects a cure by a progressive process of 
fibrosis which restricts external rotation. Operative 
procedures which mimic this mechanism are favored 
by a high percentage of cures; those that do not, re- 
sult in a high percentage of failures. The modified 
Magnuson operation is offered as a simple and effec- 
tive method to achieve the desired restriction of ex- 
ternal rotation. The author is of the opinion that 
the Magnuson procedure, properly performed, will 
supplant all other operations. A simple procedure 
which restricts the arc of external rotation is best 
accomplished by transferring the subscapularis ten- 
don across the bicipital groove and anchoring it at a 
lower level than its original insertion onto the 
humeral shaft. C. F. GorrincErR, M.D. 


Fractures of the Shaft of the Forearm (Ueber Un- 
terarmschaftbrueche). ERNST STRAHBERGER. Wien. 
med. Wschr., 1950, 100: 665. 


The author reviews a series of 302 fractures of the 
shaft of the forearm (167 of both bones, 75 of the 
radius, and 60 of the ulna only) which were observed 
at the Surgical Department of the University Hos- 
pitals at Vienna, Austria. 

Except for rare cases, the usual conservative treat- 
ment gave better functional results than wiring, nail- 
ing, or similar procedures. In fracture of both bones, 
displacement of the radial shaft to the dorsal and 
radial direction is more apt to cause impairment of 
motility than its displacement to the volar and ulnar 

















direction. Angulation to the dorsal and radial direc- 
tion of more than 10 to 15 degrees impedes prona- 
tion, whereas angulation to the ulnar and volar 
direction of the same degree does not produce any 
functional symptoms. 

To avoid pseudarthrosis or refractures, fractures 
of both bones should be immobilized for 10 weeks. 

Open bone work is indicated only in rare cases, 
especially when replacement is impracticable be- 
cause of interposition of the soft tissue between the 
fragments. The functional results in the operative 
cases were much less satisfactory than those in the 
conservatively treated case. For example, of the 75 
patients with isolated radius shaft fractures 68 were 
treated conservatively with perfect functional re- 
sults, while of the 7 patients who were treated sur- 
gically 3 had poor functional results. 

In medullary nailing of open fractures, severe 
damage due to inflammation of the entire medullary 
space and total sequestration have been reported. 
The author states that this method should not be 
used in fractures of the forearm. 

Isolated fractures of the ulnar shaft should always 
be treated conservatively. Even the formation of 
pseudarthrosis is no indication for intervention. 

WERNER M. Sotmitz, M.D. 


ORTHOPEDICS IN GENERAL 


A Study of the Formation of New Bone. Arvip 
HeEttstapivs. Acta orthop. scand., 1950, 20: 89. 


The author reports a number of experiments per- 
formed in an effort to investigate the effect upon the 
periosteal growth of new bone when the neighboring 
soft parts are kept elevated and away from the bone. 
The periosteum of the shaft of the femur of rabbits 
was scraped with a raspatory and then cups and 
rings were applied to the area to keep away the soft 
tissues. Later, the bone was removed and subjected 
to a histologic examination. 

It was found that there was only scanty osteoid 
tissue within the cups and rings, while outside of 
them there was marked formation of osteoid tissue. 
The granulation tissue developed to an equal extent 
both inside and outside of the cups or rings, which 
showed that it was the transformation of this granu- 
lation tissue into bone which was deficient. 

The author concludes that bone-forming granula- 
tion tissue suffers ill effects if the soft parts are held 
away from the bone so that they do not come in con- 
tact with this granulation tissue. This view is con- 
trary to that of Berg as quoted by the author of this 
article. Donatp C. Geist, M.D. 


Experimental and Clinical Use of Oxidized Cellulose 
and Cortisone in the Prevention of Excess Bone 
and Fibrous Tissue Formation. Frank E. 
STINCHFIELD. J. Bone Surg., 1950, 32-A: 739. 


To test the clinical application of oxidized cellu- 
lose gauze, the author made use of it in 22 joint 
arthroplasties and in 20 cases in which the prime 
purpose was to limit the recurrence of bone produc- 
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tion, as in the removal of exostoses, in myositis ossi- 
ficans, and in resection of radial heads. Arthroplasty 
was performed in each instance by the ordinary 
technique and then oxidized cellulose was introduced 
into the joint itself to prevent bleeding and to limit 
bone production. 

This series consists of 9 of the Smith-Petersen type 
of mold arthroplasties of the hip; 4 arthroplastic 
débridements of the knee joint, as advocated by 
Magnuson; 2 arthroplasties of the knee joint, in 
which only oxidized cellulose was used to cover the 
raw bone surfaces of the newly reshaped femur and 
tibia; 2 arthroplasties of the elbow; and 5 Keller 
procedures for hallux rigidus. The longest follow-up 
has been 4.5 years. Although bone formation could 
be inhibited by the use of oxidized cellulose, fibrous 
tissue formation progressed normally or at an ac- 
celerated rate. Therefore, it was necessary to at- 
tempt some means of retarding the growth of fibrous 
tissue in order to overcome another major complica- 
tion in these traumatized joints and in joint 
arthroplasties. 

When trauma of any part occurs, there is con- 
current chemical change. One hypothesis is that the 
trauma causes an enzyme reaction. Cortisone inter- 
feres with this reaction, with the consequence that 
enzymes cannot stimulate fibrous tissue formation. 
Thus, not much ground substance is produced. 
When cortisone is administered, there is no fraying 
or swelling of the collagen fibers. The cortisone 
hinders the degeneration of collagen and thus pre- 
vents fibroplastic proliferation. 

To determine the various effects of cortisone on 
the end results of arthroplasties, 4 types of dog ex- 
periments were performed. An arthroplasty was 
performed on the right hip in each instance. To 
facilitate exposure, it was necessary at the time of 
surgery to osteotomize the greater trochanter in 
each of the dogs. The acetabulum was well reamed 
out and a nylon cup was placed over the denuded 
femoral head. Cortisone was instilled into the joint 
and intramuscularly for varying periods after sur- 
gery. 

In the cortisone-treated animals, as compared to 
the controls, there was: (1) less thickening of the 
capsule; (2) more free motion; (3) less crepitation; 
and (4) no inflammatory reaction. 

It was recognized that human beings are much 
more sensitive to cortisone than dogs and that sys- 
temic administration to the former inhibits 
wound healing. The author’s policy in treating 
traumatized joints in performing arthroplasties was 
as follows: 100 mgm. of cortisone were injected into 
the joint at the time of operation and the dose was 
repeated on the second, fifth, tenth, and fifteenth 
days after operation. On the seventh postoperative 
day, when sufficient time had elapsed for the skin 
wound to be well healed, roo mgm. of cortisone were 
given intrasmuscularly, and this amount was re- 
peated daily for 3 weeks. 

The results of these experiments so far are en- 
couraging and they may contribute toward the de- 
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crease of complications due to fibrous tissue and bone 
formation following operative orthopedic procedures. 
C. Frep GOERINGER, M.D. 


On the Importance of Epiphyseal Cartilage to 
Growth in Length. Arvin HEtLtstapiws. Acta 
orthop. scand., 1950, 20: 84. 

In 1947, the author performed a series of animal 
experiments in which he removed the epiphysis, epi- 
physeal cartilage, and portion of the bone next to the 
epiphysis in order to study the lengthwise growth 
of the bone. He concluded, from these studies, that 
growth in length occurred in the absence of the 
epiphyseal cartilage. 

Lacroix, in 1949, did similar experiments, but 
could not arrive at the same conclusion as the 
author. Lacroix’s explanation was that the exami- 
nations were made too late when the epiphyseal 
cartilage had already disappeared. The author, 
therefore, performed new experiments, making the 
histological examination at an earlier date. From 
these experiments, he arrived at the same conclu- 
sions he made originally and offered these results in 
reply to Lacroix. Donatp C. Geist, M.D. 


Embryological Development of the Tendinous Ap- 
paratus of the Fingers; Relation to Function. 
EMANUEL B. Kapitan. J. Bone Surg., 1950, 32-A: 
820. 


Duchenne of Boulogne, in 1867, was the first to 
observe the intricate function and anatomy of 
flexion and extension of the fingers. 

The flexor apparatus consists of two flexor ten- 
dons—the sublimis, perforating in an oblique direc- 
tion, and the profundus, perforating the sublimis. 
Both flexor tendons are enclosed in a tunnel inti- 
mately connected with the periosteum of the 
phalanges and the volar portion of metacarpophalan- 
geal and interphalangeal joints. 

The extensor apparatus, on the other hand, is not 
enclosed in a tunnel; it terminates in a sheetlike 
expansion over the metacarpophalangeal joint, at 
which juncture it joins the tendon of the interossei 
and then proceeds into each side of the proximal 
phalanx of the finger. 

At about one-third of the length of the proximal 
phalanx the extensor apparatus expands into the so- 
called middle dorsal and lateral bands. These bands 
extend distally towards the proximal and middle 
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dorsal interphalangeal joints, respectively. The 
lateral bands decussate with fibers of the interossei. 

From the practical aspect of the author’s investi- 
gation, it is evident that severence of the lateral 
bands with the dorsal base of the distal phalanx 
creates a baseball finger. Conversely, loss of con- 
tinuity of the middle band of the extensor apparatus, 
proximal to the base of the middle phalanx, pro- 
duces flexion deformity of the proximal interphalan- 
geal joint with extension of the distal phalanx. 

Appreciating the complexity of the motor mech- 
anism of the extensor tendons of the fingers, the 
author constructed models, studied adult cadavers, 
and still felt the need of more precise mechano- 
genic elucidation. Hence, he undertook to study in 
detail the extensor apparatus in 16 week old em- 
bryos. His findings are briefly outlined as follows: 

1. Separate tendons were found in the lateral 
bands which could be interpreted as symbolic of 
interossei and lumbrical tendons. 

2. The flexor tendons were differentiated into 
flexor sublimis and flexor profundus, respectively. 

3. The extensor tendons evolved spontaneously 
from a common mass. 

4. Lack of differentiation of the extensor ap- 
paratus was apparent in a 12 week old embryo 
which was cut at the middle base of the proximal 
phalanx. 

5. A cross section of a 16 week old embryo dis- 
closed development of three dorsal bands, which is 
tantamount to the adult anatomy, the lateral bands 
of the extensor communis extending developmental 
fibers toward the tunnel of the flexor apparatus, etc. 

The author, moreover, was able to recognize two 
anchorage posts of the extensor apparatus: (1) over 
the metacarpophalangeal area incorporating the 
capsule, interossei, and palmar ligament, or the 
flexor tunnel; (2) anchorage was also disclosed at 
the proximal interphalangeal joint to its capsule, 
lateral bands, central bands, dorsal base of the mid- 
dle phalanx, and tunnel of flexor tendons. These 
two anchorage posts serve as stabilizing points of the 
extensor apparatus at their respective areas of 
destination. 

When reconstructive surgery involves these 
anchorage posts, it becomes imperative that con- 
tinuity of the structures be meticulously re-establish- 
ed. Failure to do so is fraught with permanent func- 
tional loss. SAMUEL L. GOVERNALE, M.D. 

















BLOOD VESSELS 


Retrograde Aortography with a Special Catheter, 
Including Demonstration of the Coronary Ar- 
teries. Frtrx Peart, NorMAN Gray, and BRUCE 
FRIEDMAN Ann. Surg., 1950, 132: 959. 


A satisfactory method for the roentgenographic 
demonstration of the thoracic aorta, especially its 
proximal portion, is reported. The authors use a 
special catheter which can be inserted into a periph- 
eral artery and guided under fluoroscopic control to 
any portion of the aorta and many of its large 
branches. The catheter has an outside diameter 
small enough to permit restoration of the artery by 
suture (2.50 mm.), and a lumen large enough (0.59) 
to transmit 5 c.c. of fluid per second by manual 
pressure. It allows one to take selective arteriograms 
of any portion of the aorta by using only a few centi- 
meters of radiopaque liquid. The coronary arteries 
may be regularly demonstrated by this method. The 
arteriograms thus obtained show excellent contrast, 
since the vessels visualized are not obscured by an 
excess of radiopaque medium. Since only a small 
amount of diodrast is used, it is anticipated that 
reactions from diodrast will be minimal. The cathe- 
ter has been used on dogs and in one human subject. 

FREDERICK W. Preston, M.D. 


Translumbar Aortic Puncture and Retrograde 
Catheterization of the Aorta in Aortography 
and Renal Arteriography. Wittarp E. Goop- 
WIN, PETER L. ScaRDINO, and W. W. Scott. Ann. 
Surg., 1950, 132: 944. 

A technique is presented for a method of retro- 
grade catheterization of the aorta through one of 
the branches of the femoral artery, for the purpose 
of injecting radiopaque media at any level desired to 
outline the branches of the aorta. The technique 
was used 15 times in 14 patients. The authors also 
describe in detail their technique of aortography by 
needle puncture of the aorta, which was used in 5 
children, and failed in 2 because the aortas were too 
small to be tapped. Four contrast media were used: 
80 per cent sodium iodide, diodrast, thorotrast, and 
75 per cent neoiopax. Results were about equal. 

Both procedures are carried out under spinal or 
general anesthesia. Excretory urograms, with the 
same contrast media are done before aortography. 

Of the two methods of aortography, the trans- 
lumbar needle method seems to be simpler and less 
hazardous and should be the method of choice in 
all suitable cases. FREDERICK W. Preston, M.D. 


Chronic Occlusion of the Bifurcation of the Aorta. 
ALVIN B. ORTNER and R. ARNOLD GRISWOLD. Arch. 
Surg., 1950, 61: 793. 

Occlusion of the terminal aorta may occur sud- 
denly as a result of a saddle embolus, or may occur 
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gradually as a result of progressive thrombosis. 
Acute embolic occlusion is more frequent and more 
dramatic than is gradual thrombotic occlusion and 
its diagnosis is more easily made. The underlying 
cause of thrombosis of the terminal aorta is athero- 
sclerosis of the aorta and the iliac arteries. Typical 
symptomatology is (1) easy fatigability of the lower 
extremities, (2) intermittent claudication, (3) pain 
in the calves and thighs, and frequently in the hips 
and the lower part of back, (4) coldness of the feet, 
and (5), in the male, the inability to have or main- 
tain an erection. 

The usual findings on physical examination are 
(1) absence of pulsation in the lower segment of the 
aorta and the arteries of the lower extremities, (2) 
pallor of the skin of the legs and feet which may be 
present even when they are dependent, (3) sym- 
metric atrophy of the musculature of the lower 
limbs, which may be difficult to appreciate as both 
limbs may be affected equally, and (4) trophic 
changes of the skin and gangrene, which occur late 
and are usually terminal findings. Because of the 
ability of the collaterals to transport a large portion 
of blood around the obstruction, these patients often 
get along relatively well for a number of years. 

The authors report the cases of 3 patients with 
typical history and symptoms. Lumbar sympathec- 
tomy was done in each case, and in 2 cases, resection 
of the involved segment of the aorta was also done, 
as recommended by Leriche. All patients improved 
after treatment. FREDERICK W. PREsTON, M.D. 


The Value of the Collateral Circulation from the 
Inferior Mesenteric Artery in Obliteration of 
the Lower Abdominal Aorta. Bjérn L. Linp- 
str6m. Acta chir. scand., 1950, 100: 367. 


The purpose of this article is to show that the in- 
ferior messenteric artery is in some cases a decisive 
factor for circulation to the lower limbs, when the 
lower abdominal aorta is obliterated. 

Among the patients with peripheral vascular 
diseases whose cases are reported, there were 5 
aortographically verified cases of obliteration of the 
abdominal aorta. In 1 case the abdominal aorta was 
occluded immediately below the renal arteries, and 
in 4 cases the obliteration was caudal to the origin of 
the inferior mesenteric vessel. In 1 of the 4 cases the 
collateral circulation from the lumbar arteries was 
well developed; in 3 cases anastomoses from the in- 
ferior mesenteric artery supplied the pelvic area and 
the lower extremities (illustrated in two aortographs). 

The first aortograph shows an obliteration of the 
aorta on a level with the inferior mesenteric artery 
in the aorta. The puncture needle is on a level with 
the base of this artery. The inferior mesenteric 
artery is exceptionally well developed, as are the 
superior hemorrhoidal arteries. The left colic artery 
and the sigmoid artery, on the other hand, are about 
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normal. The superior hemorrhoidal artery contin- 
ues as a twisting, comparatively wide anastomosis 
with the middle hemorrhoidal artery. The superior 
and inferior hemorrhoidal arteries are also connected 
with fine anastomoses. The latter arises from the 
inferior pudendal artery. Some very narrow col- 
laterals from the fourth lumbar artery are also seen. 
They are so fine that the contrast filling of the hypo- 
gastric artery and its branches must have passed 
the anastomoses between the inferior, superior, and 
middle hemorrhoidal arteries. On the right the 
femoral artery is well filled. The hypogastric artery 
supplies the femoral artery by way of two anasto- 
moses: one wide anastomosis between the obturator 
and the medial femoral circumflex, and another 
between the internal pudendal artery and the medial 
femoral circumflex. 

The second aortograph shows an aortic oblitera- 
tion immediately below the inferior mesenteric ar- 
tery. The puncture needle is close to the oblitera- 
tion. In this case the inferior mesenteric artery is 
also well developed. The lumen of the left superior 
hemorrhoidal artery in particular is large, and the 
artery continues by an anastomosis with the middle 
hemorrhoidal artery. Nothing but the bifurcation 
of the left common iliac remains, but the blood 
stream from the hypogastric artery passes through 
it to the external iliac, and further to the femoral 
artery (which is well filled with contrast medium in 
the original aortograph). As in the case of the left 
hypogastric artery, the right one, which does not 
communicate with the right femoral artery, is filled 
through the corresponding anastomosis. 

In describing the two aortographs, the author 
shows that a collateral circulation from the inferior 
mesenteric artery to the hypogastric artery may 
occur when the abdominal aorta is obliterated. This 
takes place through the development of anastomoses 
between the superior and middle hemorrhoidal ar- 
tery and between the superior and inferior hemor- 
rhoidal arteries. In this study, the former are of 
greater importance. 

In obliteration of the abdominal aorta these 
anastomoses may contribute to the blood supply to 
the hypogastric artery and take part in the circula- 
tion to the lower limbs if the required vascular con- 
nections between the hypogastric and the femoral 
artery are present. RoBERT TURELL, M.D. 


The Blood Vessels in Skin Tubes and Flaps. Wu- 
FRED Hynes. Brit. J. Plast. Surg., 1950, 3: 165. 


The behavior of blood vessels in skin tubes -and 
flaps has been investigated by the author with the 
sweat test of Guttmann employing quinizarin, a red- 
gray powder which changes in color to a deep blue- 
violet in the presence of moisture. The powder is 
gently rubbed into the skin area to be observed, 
and the patient given 15 grains of aspirin and a hot 
drink; external heat is then applied. In half an hour 
sweating areas will be stained a uniform deep blue- 
violet. In slightly perspiring areas, the openings of 
the sweat glands themselves will be marked by a 


purple color, and nonsweating areas will be colorless 
after the powder is brushed away. 

With this test it is possible to show nonsweating, 
or sympathectomized, areas extending for several 
centimeters on both sides of a simple herniorrhaphy 
incision for 7 days after operation. Likewise, follow- 
ing the first stage of the formation of a double- 
pedicled flap, the skin between the two incisions will 
show no evidence of sweating save for small areas 
at each end where unsympathectomized vessels are 
present. A formed skin tube will show sweating at 
its pedicles, but the body of the tube does not sweat 
and it remains unpigmented. 

The author concludes from this evidence that the 
blood vessels of the body of the skin tube are sympa- 
thectomized and exist as dilated, toneless channels 
offering little peripheral resistance. When one end 
of the skin tube is transferred to a new. location 
following delay, rapid revascularization through the 
transferred end occurs because of the gradient in 
hydrostatic pressure between the intact blood ves- 
sels at the donor site and the sympathectomized 
vessels in the tube. This difference in pressure gradi- 
ent provides an explanation why blood flows into 
the tube through newly formed capillaries at the 
donor site, rather than continuing along its original 
course in vessels in the area to which the tube is 
transferred. Some degree of sympathetic tone, as 
evidenced by the sweating test, returns in from 5 
to 6 months to vessels of the tube. 

The concept of sympathectomized vessels within 
the body of a double-pedicled flap offers an explana- 
tion of how a delay functions, as a smaller volume 
of blood flows more freely through the dilated, sym- 
pathectomized channels offering little peripheral re- 
sistance and thus the nutrition of the flap is main- 
tained. However, these sympathectomized vessels 
cannot react by vasoconstriction to changing exter- 
nal conditions of temperature, dependency, and 
trauma, and “trophic” ulcers may develop on the 
end of new thumbs made from abdominal tubed 
pedicles or on recent inset flaps. 

Two practical applications of this concept of sym- 
pathectomized vessels in tube flaps are suggested. 
The first is the intermittent application of pressure 
through a sphyngomanometer cuff on the upper arm 
to raise the forearm venous pressure and thus force 
blood into the wrist end of a recently transferred 
abdominowrist pedicle. The second is the alternate 
raising and lowering of blue or white flaps during 
the immediate postoperative period, because rais- 
ing increases the venous drainage of the blue flaps, 
and lowering utilizes gravity to fill the dilated ves- 
sels of the white flap. MAatcotm Pivm, M.D. 


Histologic Notes on the Experimental Conservation 
of Arteries in Glycerine (Note istologiche sulla 
conservazione sperimentale di arterie in glicerina). 
F. Visatx1. Policlinico, sez. chir., 1950, 57: 233- 


Specimens of arterial wall were removed under 
rigid aseptic precautions from the arteries of dogs 
and were conserved for 60 days in mixtures of 
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glycerine in distilled water at a temperature between 
3 and 5° C. Histologic sections were then embedded 
in paraffin with the usual technique and stained with 
hematoxylon eosin, by the method of Mallory for 
connective tissue, and with victorian blue for the 
elastic fibers. 

The percentage strengths of glycerine chosen were 
80, 70, 65, 60, 55, and 50. In the 80 per cent solution 
of glycerine the fundamental structure of the arterial 
wall was well conserved. The structural elements of 
the adventitia and media were perfectly normal. 
On the other hand, the endothelial layer of the intima 
was missing; in the superficial layers the connective 
tissue fibers had lost their reaction to the stain while 
the elastic fibers were more deeply tinged, coarser, 
and in many places presented a granular change. 

With the 70 per cent solution all the layers were 
perfectly normal, again with the exception that the 
endothelial lining layer was lacking. This loss of the 
lining epithelium was ascribed to its desquamation 
in the preparation of the microscopic sections. 

With the 65 per cent solution the only change 
noted was a loss of hematoxylon-eosin staining 
power in the most superficial intimal layers. The 
loss of staining power was somewhat more pro- 
nounced with the 60 per cent solutions and even 
more pronounced with the still weaker glycerine 
mixtures; however, in none of the experiments were 
the changes so pronounced as with the 80 per cent 
solution. 

These studies show that mixtures of glycerine in 
distilled water are well adapted for the conservation 
of arteries, and that the optimum mixture is the 70 
per cent solution. Joun W. Brennan, M.D. 


Phlebography (La phlébographie). H. Perret. Helvet. 
chir. acta, 1950, 17: 269. 

The author recommends phlebography in the 
study and diagnosis of venous disturbances of the 
lower extremities. This method has been helpful in 
the diagnosis of doubtful or unexpected thromboses, 
in the study of posttraumatic venous disturbances, 
of the evolution and extension of phlebitis, thrombo- 
phlebitis, and phlebothrombosis, and of the nature 
of venous involvement in arterial and lymphatic dis- 
eases, and in locating the site of communicating and 
perforating veins and anastomoses. It is especially 
of great help in the study of venous varicosities and 
their surgical indications. 

The author injects 20 c.c. of 35 per cent diodrast 
diluted in 30 c.c. of physiological saline solution dur- 
ing a period of 60 seconds in one of the superficial 
veins of the dorsum of the foot and takes stereoscopic 
films at regular intervals. This procedure may be 
done during the course of any acute venous disease. 

GEORGE PERRET, M.D. 


Treatment of Postphlebitic Leg and Application of 
Venous Pressure Measurement. A. J. WALKER. 
Brit. M. J., 1950, 2: 1307. 

Homans was the first to champion ligation of the 
superficial femoral vein in the treatment of the post- 
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phlebitic leg. He argued that the condition was due 
to valvular incompetence in the main leg veins as a 
result of the recanalization of the thrombus, and 
that ligation of the superficial femoral vein, harm- 
less when performed for other conditions, was likely 
to do good. Bauer advocated ligation of tne popliteal, 
rather than of the femoral, vein. Ulcers are claimed 
to remain healed in from 70 to roo per cent of 
cases, bursting pain is usually cured, but edema 
persists in a disappointingly high proportion of 
those treated, except in Bauer’s hands. 

Impressed by Bauer’s arguments and results, the 
author employed his method at St. Bartholomew’s 
Hospital, London, on a series of 30 legs. This article 
presents the results of this treatment and the appli- 
cation of venous pressure measurements in the selec- 
tion of cases. The division and ligation of the vein 
was done through a 3 inch (7.6 cm.) vertical incision 
in the upper half of the popliteal fossa. Afterward 
the knee was kept extended for 5 days to aid healing, 
but early walking with a crepe bandage was allowed. 
Rapid healing is ensured if the joint crease is not 
transgressed. 

Not all patients with the postphlebitic syndrome 
are suitable for ligation of the popliteal vein. Un- 
suitable cases are: (a) those in which the main vein 
has not recanalized; (b) those in which venous func- 
tion has returned to normal (their sole symptom 
is ulceration); and (c) those with maximal valvular 
incompetence. 

The most consistently good results are obtained 
when pain is a prominent symptom, be it bursting 
pain, cramp, or painful ulcer or eczema. The results 
in treating edema are less satisfactory, and experi- 
ence suggests that when edema is a predominant 
cause of complaint ligation may not abolish it. It 
is too early to say to what extent ligation will help 
to prevent recurrent ulceration. In suitable cases 
excision and grafting of the ulcers of patients whose 
veins have been tied may well prove helpful in pro- 
ducing a lasting cure. 

A simple method of measuring venous pressures 
at rest and during exercise is described. It was shown 
how these readings coupled with ascending phlebo- 
graphy can establish the diagnosis of valvular incom- 
petency of the deep vein. Venous pressure measur- 
ing is a simple investigation. Its routine use is a 
most valuable help in the selection of patients in 
whom popliteal vein ligation is suitable. 

RoBERT TURELL, M.D. 


BLOOD; TRANSFUSION 


Treatment of the Bleeding Patient. Daniet M. 
ENERSON and J. GARRoTT ALLEN. Med. Clin. N. 
America, 1951, 35: 267. 

The authors discuss some of the problems pre- 
sented by the patient with abnormal bleeding, with 
special emphasis on the evaluation of currently 
employed therapeutic procedures. 

It is generally believed that idiopathic thrombo- 
cytopenic purpura depends upon some form of 
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“thypersplenism” or splenic dysfunction. Frequently 
neutropenia and hemolytic anemia accompany the 
thrombocytopenia. Splenectomy is generally in- 
dicated in chronic recurring thrombocytopenia, par- 
ticularly in women in whom menstrual bleeding 
provides an additional hazard. Although removal of 
the spleen should never be regarded as an infallible 
remedy, the long term prognosis for the purpuric 
patient is improved by this operation. In Wintrobe’s 
series of 151 cases, the chance for continued re- 
covery following conservative treatment was less 
than 1 of 3, while 3 of 4 cases with only one episode 
of bleeding showed recovery after splenectomy. 

The patient with hemophilia requires protection 
against even minor injuries, and must not be sub- 
jected to surgery except for an heroic measure. 
Hemorrhagic episodes are best treated with frequent 
transfusions of whole blood or plasma. Response 
of the clotting time to transfusions of from 50 to 
100 c.c. usually lasts about 24 hours. Citrated and 
stored whole blood, or frozen or lyophilized plasma 
are apparently as effective as the fresh products. 

Abnormal bleeding from decreased prothrombin 
activity is most commonly encountered in the pa- 
tient with jaundice, or after an overdosage of 
dicumarol. It may be seen also in the nonjaundiced 
patient with impaired vitamin K absorption, as in 
biliary fistula, sprue, intestinal obstruction, and in 
some patients with impaired liver function. In acute 
conditions the prothrombin level may be passively 
and quickly restored to near normal levels with a 
transfusion of fresh whole blood. This will restore 


normal clotting during the first 8 hours while simul- 
taneously administered vitamin K is providing in- 
creased prothrombin synthesis in the liver. Vitamin 
K is cumulative in its effect; the longer administra- 
tion is continued the longer prothrombin is main- 
tained. 

Hemorrhage from overheparinization is uncom- 
mon. When it does occur, from 50 to 100 mgm. of 
protamine sulfate administered intravenously in 50 
c.c. of saline solution over a period of from 5 to 15 
minutes are usually adequate to neutralize 200 mgm. 
of heparin. The protamine injection may be re- 
peated in an hour if necessary. 

Titration of the blood with protamine will fre- 
quently demonstrate the presence of a heparinlike 
substance in some patients with otherwise unex- 
plained abnormal bleeding. The clinical condition 
is referred to as a “heparinoid state.” Most, but not 
all, of the cases will show a response to the admin- 
istration of protamine sulfate or toluidine blue. 
Generally, protamine sulfate is indicated in the un- 
complicated bleeding states with an accompanying 
abnormal protamine titration, such as postpartum 
bleeding or menorrhagia. Fifty milligrams are given 
intramuscularly every 4 hours until the hemorrhage 
is controlled. Toluidine blue has proved more 
efficacious in conditions in which there is myelo- 
poetic depression, such as in thrombocytopenic pur- 
pura and the leucemias. From 6 to 10 c.c. per 
kilogram of 0.04 per cent toluidine blue saline solu- 
tion are usually given intravenously twice daily. 

Curtis Artz, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Parenteral Nutrition in Surgery; Significance of 
Calories and Protein in Maintaining a Positive 
Nitrogen Balance. Cart O. RicE, BuRTON OrR, 
Atan E. TRELOoAR, and J. H. Stricker. Arch. 
Surg., 1950, 61: 977. 

It has been shown that during illness, or through- 
out a postoperative convalescent period, patients 
require an abundance of available nitrogen in order 
that damaged tissues will have an accessible source 
of nitrogen from which new tissue can be syn- 
thesized. The normal adult who is not in need of any 
extra quantity of nitrogen maintains himself con- 
stantly in a state of essential nitrogen equilibrium. 
If he consumes an excessive amount of nitrogen the 
unneeded excess is excreted and equilibrium is thus 
always maintained. 

Keeping this premise in mind the authors made 
investigations of the requirements of postoperative 
patients in order to maintain the patient in adequate 
nitrogen balance. It was their opinion that there 
was a correlation between the caloric requirements 
of the patient, the percentage of caloric intake 
from protein, and the nitrogen balance. They found 
that in some instances a positive nitrogen balance 
could be obtained easily whereas in other instan- 
ces, in essentially similar circumstances, a nega- 
tive nitrogen balance developed. They studied the 
nitrogen balance in 28 patients on whom operative 
procedures were done. These studies concerned the 
metabolic requirements, including the basal calo- 
ries, the calories needed for specific dynamic action, 
the calories required for activity, and the caloric 
needs induced by fever. 

The investigators first established a method of 
determining the degree of caloric balance for each 
person from day to day, and then studied the nitro- 
gen balance of the patients. The degree of nitrogen 
balance was measured in 298 separate 24 hour peri- 
ods in 28 patients who were fed intravenously. They 
found that calories were essential for the utilization 
of parenterally administered amino acids. A positive 
nitrogen balance, which is necessary in a sick person, 
could not be consistently maintained unless ade- 
quate calories were provided. Nitrogen equilibrium 
can be obtained without adequate calories if suffi- 
cient nitrogen is provided. However, from a prac- 
tical standpoint, it was simpler to provide an average 
amount of nitrogen and to protect this nitrogen with 
sufficient calories to produce a positive nitrogen 
balance. Sufficient calories can be provided from 
the intravenous administration of ethyl alcohol in 
conjunction with dextrose and amino acids. Ade- 
quate daily carbohydrate, amino acids, and calories 
were found to be provided by 3,000 c.c. of paren- 
terally administered dextrose (5 per cent), amino 


acids (5 per cent), and alcohol (7% per cent), 
without excess hydration of the patient. 

A statistically proved curve was illustrated in 
graphs which prognosticated with relative accuracy 
for clinical use the degree of nitrogen balance to be 
anticipated when the caloric intake, the nitrogen 
intake, and the caloric requirements were known. 
This curve can also be used to determine the amount 
of protein required to produce a positive nitrogen 
balance in any specific instance, presuming that 
the caloric requirement of the individual patient is 
known. The caloric needs of the patient can be 
calculated mathematically with the aid of the du 
Bois chart, or a slide rule calibrated for that purpose. 
Thus, the authors studies indicated that a positive 
nitrogen balance can be readily obtained in a sick 
person if adequate calories are provided with an 
average amount of protein. 

Joun E. Karasin, M.D. 


Postoperative Shock Is Not Attended by Hemocon- 
centration. C. A. ScHOEMAKER. Arch. chir. Neerl., 
1950, 2: 134. 

It is the author’s contention that hemoconcen- 
tration plays no part in the development of shock 
during or after operations. This postoperative shock, 
which is not associated with hemoconcentration. is 
to be differentiated from the shock which develops 
in patients with ileus, in which clinical syndrome 
hemoconcentration is present. 

The author believes that the metabolic disturb- 
ance in the two states is entirely different: in the 
state of shock resulting from intestinal ileus there is 
an elevated blood urea, a low chloride content of 
the blood with a shift of the chloride ion from the 
red blood corpuscles to the plasma, an increased 
alkali reserve, alkalosis, and hemoconcentration. In 
that type of shock resulting from the postoperative 
state there is only a slightly increased urea content 
of the blood, a normal chloride content of the blood 
with a shift of the chloride ion into the red corpuscles 
from the plasma, a reduction of the alkali reserve, 
acidosis, and a lack of hemoconcentration. The two 
disorders thus represent entirely different metabolic 
pictures, the chief difference being in the derange- 
ment of the acid-base equilibrium. 

The author presents evidence to support his view- 
point based on the chemical analysis of the blood 
and urine of patients exhibiting both syndromes. 

F. J. LESEMANN, JR., M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Potassium and Wound Healing. CHartes W. Finp- 
LAY, JR., and Epwarp L. Howes. Surgery, 1950, 
28: 970. 


Since the electrolyte metabolism of surgical pa- 
tients has been of considerable interest and since 
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there has been little investigation of wound healing 
in the presence of potassium-depleted tissues, it was 
the object of the authors to study the effect of potas- 
sium depletion of the tissues on the healing of 
wounds. 

Experimental studies were done on rats that were 
fed on low and average potassium diets and their 
wounds were tested for strength during healing. 
The concentration of tissue potassium obtained with 
each diet was evaluated by testing the sodium and 
potassium contents of muscle at a distance from the 
wound. 

It was found that following injury the potassium- 
depleted animal eventually redistributed endogen- 
ous potassium to maintain the potassium content of 
the muscle and that the healing processes were not 
altered. Correspondingly, the clinical potassium de- 
ficiencies, unless they were accompanied by some 
other change in an auxiliary metabolite that affects 
healing, would not affect the acquisition of tensile 
strength by the healing of the wound. 

Joun E. Karasin, M.D. 


Experimental Frostbite; an Inquiry into the Effect 
of Sympathetic Block Using Tetraethyl Am- 
monium Chloride in the Acute Stage. JosEpH A. 
ARENA, JR., FRANCIS S. GERBASI, and ALEXANDER 
Brain III. Angiology, 1950, 1: 492. 


It is currently believed that vasospasm and throm- 
bosis play an important role in the mechanism of 
tissue injury produced by exposure to cold. There- 
fore, within the last decade sympathectomy and 
anticoagulant therapy have been advocated as ad- 
juncts in the treatment of frostbite and immersion 
foot. However, in the acute stage of frostbite, the 
value of sympathetic interruption with subsequent 
relief of vasospasm has not been established. The 
authors designed an experiment which they hoped 
would shed light on this point, and have studied the 
effects of sympathetic block using tetraethyl am- 
monium chloride in experimental frostbite during 
the acute stage. 

Third degree frostbite was produced in 30 well 
fed white, adult rabbits by immersing the right 
hind leg in a cooled liquid menstruum for a period 
of 30 minutes. The liquid was cooled with solid car- 
bon dioxide and was kept at a temperature of minus 
10° centigrade (+2 centigrade). This temperature 
and length of exposure was used to produce a uni- 
form lesion so that the results of therapy could be 
more accurately evaluated. 

Prior to immersion of the leg, the hair was re- 
moved from the extremity with an electric clipper 
with great care not to traumatize the skin. A barium 
sulfide depilatory was then applied because previous 
experience had shown that the presence of any hair 
altered the severity of the lesion. Each animal was 
anesthetized with intravenous nembutal in a dose 
of 32 mgm. per kilogram of body weight. The foot 
and a portion of the leg, approximately 2 cm. from 
the tuberosity of the fifth metatarsal, was exposed 
for 30 minutes. 


Of the 30 rabbits in this series, 15 were not treated 
and served as controls. Fifteen rabbits were treated 
with tetraethyl ammonium chloride given intra- 
muscularly. Of these, 2 received 25 mgm. of TEAC 
per kilogram of body weight every 6 hours until 
gross evidence of gangrene was apparent. The re- 
maining 13 animals were given doses of 50 mgm. of 
TEAC every 6 hours. Half of the latter group were 
treated until obvious gangrene appeared and the re- 
maining half were treated for an additional period 
of 3 to 4 days after gangrene was well established. 
Treatment was started in each case 30 minutes after 
the cessation of freezing. 

Following removal of the limb from the cooling 
menstruum, each rabbit was returned to its cage 
where it was allowed its same prefreezing liberties. 
The legs were not dressed. Usually within 20 min- 
utes after the cessation of freezing, the rabbits were 
awake and carried on as before without the least 
sign of pain in the frozen extremity. Because of the 
loss of muscular function, this extremity became 
somewhat of an obstacle to the rabbit’s movements. 

The authors’ study showed that in 15 rabbits with 
acute severe frostbite, sympathetic block with tet- 
raethyl ammonium chloride in large doses to combat 
vasospasm did not reduce tissue loss as compared to 
the amount of tissue lost in 15 untreated control 
rabbits. Because no evidence of pain was detected 
in the control animals, the effect of TEAC on this 
aspect of the lesion could not be determined. 

It appeared to the authors that in the treatment 
of acute severe frostbite, therapy designed only to 
combat the vasospasm cannot be expected to dimin- 
ish the loss of tissue. In their experience, release of 
vasospasm caused increased edema and a transient 
wet type of gangrene to replace the dry gangrene 
seen in the controls. ROBERT TURELL, M.D. 


Experimental and Clinical Study of Histopathology 
and Pathogenesis of Graduated Thermal Burns 
in Man and Their Clinical Implication. Mar- 
TIN A. ENTIN and HAMILTON BAxTER. Plastic & 
Reconstr. Surg., 1950, 6: 352. 


The present investigation involved the correlation 
of clinical observations with the sequence of patho- 
logic changes in the experimental, graduated, and 
controlled thermal injuries on normal human skin. 

A special apparatus was constructed which per- 
mitted the production of a standard burn. The 
anterolateral aspect of the thigh was used as the site 
of the burn, and the range of temperature extended 
from 50 to 110 degrees C. 

The following clinical terminology was used by 
the authors: erythema and hyperemia, blebbing, 
coagulation, and charring. These divisions were 
selected because they represent recognizable clinical 
entities which can be substantiated by definite 
microscopic alterations. They correspond, roughly, 
to the widely used terms of first, second, and third 
degree burns, but the latter are less clearly defined 
and tend to overlap. Biopsies of the burned areas 
were taken at intervals of 24 and 48 hours, 1 week 
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and 3 weeks after burning, when the burn produced 
an erythema. Histologic sections revealed some 
pyknosis, dilatation of superficial vessels, and a 
moderate amount of edema. With blebbing the stain- 
ing reaction of the epidermis is poor and eosino- 
philic, individual cells are not distinguishable, and 
nuclear remains usually are absent. When charring 
is present clinically, microscopic examination re- 
veals the coagulation to extend into the dermis with 
damage or destruction of the cutaneous appendages. 

Spontaneous healing takes place fairly rapidly in 
first and second degree burns. Spontaneous healing 
of third degree burns is very slow, granulation tissue 
filling the gap and re-epithelization taking place 
centripetally from the margin of intact epithelium. 
The authors believe that early grafting of the area 
of third degree burns is imperative. 

Ey Extiotr Lazarus, M.D. 


Biochemical Observations on Casualties Burned in 
a Petrol Explosion. H. S. Hatcro Warptaw. 
Med. J. Australia, 1950, 2: 899. 


A detailed report from the Sydney Hospital, Syd- 
ney, Australia, of biochemical observations on the 
urine of 11 patients burned in a petrol explosion is 
presented. The daily volumes, specific gravity, 
chloride, protein, nitrogen, and 17-ketosteroids were 
carefully recorded for 25 days following injury. The 
daily urine volume rose from about 500 ml. on the 
first day to 3,000 or 4,000 ml. during the third to 
fifth day, then maintained a level of approximately 
1 liter a day. The specific gravity in general fol- 
lowed a course inverse to the volume. Initial values 
of 1.030 fell to 1.012 or 1.020 as the volume in- 
creased. The output of chloride followed the vari- 
ations of volume. The total nitrogen output was 
small; a significant rise of total urinary protein did 
not occur until the total urine nitrogen excretion 
exceeded 20 gm. per day. The output of 17-keto- 
steroids was high during the first few days. The 
maximum output of 20 mgm. per day occurred on 
the second or third day, then fell slowly to normal. 

No conclusions are drawn. The daily report on 
each patient is recorded. Curtis Artz, M.D. 


On the Management of Severe Burns in the “Tara- 
kan” Explosion. KENNETH W. SrTARR, PETER 
GRANT, and FRANK FARRAR. Med. J. Australia, 
1950, 2: 895. 

This report covers the observations made during 
the management of 13 burned patients at Sydney 
Hospital, Sydney, Australia. All injuries were sus- 
tained during a “between decks” explosion on the 
L.S.T. Tarakan. Treatment was divided into 6 
phases: (1) first aid, (2) treatment of shock and 
resuscitation, (3) prevention of fluid loss, (4) local 
treatment of burned areas, (5) management of as- 
sociated injuries, and (6) restoration of function. 

All patients received morphine sulfate, 5 mgm. 
hypodermically on arrival. They were placed on 
sterile sheets and sent immediately to the ward, 
where a cannula was inserted in the long saphenous 
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vein near the ankle. Plasma was given in varying 
amounts in accordance with serial hemoglobin de- 
terminations. The maximum amount given to any 
single patient was 13 liters during the first 75 hours. 
Blood was given to 9 patients near the end of the 
first 12 hours. Fluid balance charts were kept on 
each patient and intravenous therapy was con- 
tinued until a positive fluid balance had been main- 
tained for 48 hours. 

The burned surfaces were debrided and cleansed 
following successful management of the shock phase. 
Cover was then obtained by the application of 
pressure dressings and coagulation. Penicillin pow- 
der was dusted on the face, hands, feet, forearms, 
and legs; then sterile cotton wool was bandaged 
over tulle gras. Flat surfaces such as the chest, 
back, abdomen, buttocks, and thighs were sprayed 
with 2 per cent gentian violet followed by 5 per 
cent silver nitrate. 

In 6 patients there were associated injuries such 
as fractures of the skull, compound fractures of the 
tibia and fibula, and lacerations with fracture of 
the mandible. These were minimally treated until 
after the successful management of the shock phase. 
Intravenous administration of 0.5 per cent procaine 
supplemented by pentothal sodium proved very 
useful for anesthesia. 

All burned surfaces were of superficial or partial 
thickness. The extent of the burned areas varied 
from 15 to 100 per cent. Eight of the 13 patients 
recovered. One patient with a 1oo per cent burn 
and intracranial damage was dead on arrival. Three 
patients with from 80 to go per cent burns died 
within the first 24 hours. Another patient with a 
50 per cent burn and associated intracranial dam- 
age expired on the fourth day. Of the 8 patients 
who survived, 4 had superficial or partial thickness 
burns of 50 per cent or more. 

The value of a plan of management and the en- 
thusiasm of the resident and nursing staffs are 
emphasized. Curtis Artz, M.D. 


Fluid Replacement in Burned Children. M. J. Kyte 
and A. B. Wattace. Brit. J. Plast. Surg., 1950, 3: 
194. 

The purpose of this study was to evalue a method 
of estimating the nature and the amount of fluid 
replacement required by a burned child. From the 
point of view of fluid replacement, burns and scalds 
of less than 6 per cent of the body area can be dis- 
regarded; burns of 6 to 12 per cent should be re- 
garded as potentially dangerous; when 12 per cent 
or more of the skin area is burned, even though no 
clinical or hematologic signs of shock are present, 
prompt therapy should be instituted to forestall their 
appearance. 

Tables consisting of formulae for fluid replace- 
ment are presented. The first estimates the total 
fluid requirements for the first 24 hours per 1 per 
cent of area burned, and the second gives the fluid 
replacement formula for burns exceeding 30 per 
cent of body area. The fluid is given enterally and 
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parenterally. In addition to fluids, sedation and 
oxygen are given. Ery Exrrott Lazarus, M.D. 


The Role of Dextran as a Blood Substitute (Das 
Dextran im Rahmen der Blutersatzfrage). H. Wit- 
LENEGGER. Helvet. chir. acta, 1950, 17: 302. 


Bovine serum cannot be satisfactorily deprived of 
its antigenic properties. By heating, even new, so- 
called coctoantigens may develop. The osmotic 
pressure of ascitic fluid and gelatine is too low. The 
plant products, such as pectin and gum acacia, pro- 
voke organic changes resembling lipoidosis and amy- 
loidosis. 

Dextran, a by-product of beet sugar refining, has 
no antigenic properties, can be sterilized, and is 
stable. No untoward reactions have been observed 
in Sweden after more than 50,000 transfusions. 
From 20 to 30 per cent of transfused dextran is 
eliminated with the urine; a smaller amount is ex- 
creted with the bile and the gastric juice. What 
happens to the rest remains an unanswered question. 
Several writers have reported central necroses in the 
liver, necrotic changes in the kidneys, and foreign 
body reactions in the spleen. 

An attempt by the author to demonstrate the 
storage of dextran with the copper sulfate method 
failed, probably because of the interference of gly- 
cogen with the reaction. The serologic method is still 
unsatisfactory. It follows that dextran has not yet 
fulfilled all requirements expected of a satisfactory 
blood substitute. The question of organic changes 
and of elimination remains open. The original 
Swedish product apparently causes no detectable 
changes in parenchymatous organs, but histologic 
changes have been reported by investigators who 
were using other products. 

The author recalls the fact that another blood 
substitute, periston, has been largely discarded, be- 
cause in spite of not producing untoward clinical 
symptoms, it is stored in the parenchymatous or- 
gans. JosEpH K. Narat, M.D. 


Experience with Transfusions of Bovine Plasma 
Free of Anaphylactic Properties (Erfahrungen 
mit anaphylaxiefreien Rinderplasma-Transfusionen). 
W. Roost. Helvet. chir. acta, 1950, 17: 298. 


Animal plasma introduced intravenously causes 
agglutination and hemolysis of human erythrocytes, 
and provokes shock and anaphylactic symptoms. 
A blood substitute must meet the following require- 
ments: (1) it should be retained in the circulation 
over a long period of time and should serve as a 
source of proteins for the intermediate metabolism; 
(2) it should exert osmotic pressure identical with 
that of blood; (3) it should not be toxic and should 
be free of antigens and antibodies; and (4) it should 
be inexpensive and available in large amounts. 

A serum free of agglutinins and hemolysins may 
be obtained by the addition of glucose, but serum 
sickness develops after repeated injections of it. 

Plasma fractions cause immediate and late reac- 
tions in a relatively large percentage of cases, 


Edwards suggested that bovine or horse serum is 
well tolerated if after the addition of ammonia and 
formaldehyde it is heated to 72 degrees for 30 min- 
utes. Massons increased its tolerance by the addi- 
tion of larger amounts of these chemicals. 

The author studied the effect of repeated injec- 
tions of Massons’ serum on animals and clinical ma- 
terial. After preliminary experiments on animals, 28 
transfusions were given to 13 patients. Twelve were 
given 300 c.c. within 1 hour and tolerated it well, 
while the thirteenth developed a burning sensation 
in the soles of his feet after the infusion of 50 c.c. 
No effect on the pulse, temperature, blood pressure, 
blood count, and urine could be detected. A second 
infusion of from 20 to 50 c.c., administered to g pa- 
tients after from 8 to 10 weeks, was well tolerated. 
Three hundred cubic centimeters were transfused 
the third time from 12 to 14 weeks after the hypo- 
thetic sensitization. Neither immediate nor late re- 
actions followed. Josepn K. Narat, M.D. 


Tetanus. Mortality During the Years from 1919 
till 1948 (Tetanos. Mortalidad. Anos 1919-1948). 
HumsBertTo R. Rucrero, LEON CHAROsKy, and Héc- 
TOR GALLI. Prensa méd. argent., 1950, 37: 2729. 


Six hundred and ten cases of tetanus, reported at 
the Institute of Pathology and Clinics for Infectious 
Diseases during the period from rorg till 1948, are 
analyzed by the authors. They discuss the factors 
influencing the mortality rate. A survey of the lit- 
erature covering similar statistics in the past 5 dec- 
ades is also given. 

The global mortality in the reviewed cases was 
found to be 39.1 per cent, corresponding to a simi- 
lar incidence observed by most of the authors. The 
mortality rate is mainly influenced by the patient’s 
age, the length of the incubation period, and the 
promptness with which the treatment is begun. The 
greatest incidence of the infection occurs in the age 
groups from 15 to 35 years, with comparatively the 
lowest mortality. With increasing age the disease 
occurs less frequently, but the death rate reaches 
75 per cent at 65 years and approaches 100 per cent 
for patients who are over 65. 

Concerning the relationship between the incuba- 
tion period and the mortality, Rugiero and his co- 
authors observed that the death rate was the highest 
(70%) in patients with an incubation period of less 
than 5 days. When the incubation period was be- 
tween 16 and 20 days, the mortality was reduced to 
21 per cent and when it was more than 20 days the 
mortality rate decreased to 13 per cent. 

On the basis of their own experiences for the past 
20 years the authors state that the introduction of 
serotherapy in tetanus did not cause a striking re- 
duction in mortality. Only 50 per cent of their non- 
acute cases showed a beneficial effect from the use 
of tetanus antitoxin. 

Comparison of the morbidity and mortality curves 
in the warm and cold or humid periods of the year 
reveals that the mean mortality rate throughout the 
12 months of the year is the same. More cases occur 




















in the summer than during the winter, but the pa- 
tient’s chance for recovery would be considerably 
better in the summer as the disease is usually milder 
at that time. Nail, wire, and splinter injuries were 
found to be the most frequent point of entry for the 
Bacillus tetani. Oca M. Harinc, M.D 


ANESTHESIA 


Résumé of Anesthetic Experience in 1,037 Intra- 
thoracic Operations. G. A. Licut, H. M. Livinc- 
STONE, and W. E. ApAms. Current Res. Anesth., 
1950, 29: 301. 

A series of 1,037 consecutive intrathoracic opera- 
tions is presented for study. Postoperative observa- 
tions were made for a 7 months’ period. There were 
88 deaths, a mortality rate of 8.5 per cent. Some 
deaths might have been prevented with more care- 
ful management. 

The two most important problems are removal of 
any foreign material from the trachea and upper res- 
piratory tract and adequate ventilation. The anes- 
thesiologist must compensate for the physiologic 
disturbances resulting from the open chest. Pre- 
operative medication is planned to avoid overseda- 
tion, and depression of the reflexes or respiratory 
activity. After intrathoracic operations, patients 
should regain consciousness as rapidly as possible. 
The semiclosed mask method was used in the ma- 
jority of cases. Endotracheal intubation was con- 
sidered necessary in a small number of patients. 
The avoidance of cyclopropane may be the reason 
for the low incidence of cardiac arrhythmias. Rou- 
tine bronchoscopic aspiration immediately following 
operation was employed when indicated. Continu- 
ous suction drainage of the pleural cavity was ap- 
plied through a stab wound drain. 

Surgical treatment of diseases within the thorax 
has tremendously increased the responsibility of the 
anesthesiologist because these operations are accom- 
panied by many unusual surgical and anesthetic 
hazards. With improvement in skill, vigilance, and 
judgment, it may be possible to reduce the incidence 
of fatalities from this type of surgical treatment. 

Mary FRANCEs PoE, M.D. 


Considerations with Reference to Anesthesia in 
Cesarean Operations (Considérations sur l’anes- 
thésie pour l’opération césarienne). HENRI REIN- 
HOLD. Anesthésie, Par., 1950, 7: 519. 


The laparotomy in the course of cesarean delivery 
of a child must be made with consideration of the 
infant in addition to the usual requirements of ab- 
dominal section. Nevertheless, cesarean section does 
not demand all of the precautions postulated for the 
other indications for celiotomy; for example, abso- 
lute relaxation is not required, since the organ to be 
operated upon is the huge, superficially presenting 
uterus. The author does not discuss the various 
pathologic states encountered in the mother (cardiac 
affections, pulmonary diseases, renal deficiencies, 
toxemias), which frequently may affect the choice of 
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anesthetic and may require especial prudence on the 
part of the anesthetist and numerous supplementary 
precautions and measures. 

Nearly all authors are in accord in rejecting mor- 
phine for premedication in these laparotomies; it is 
essential that at the moment of initiating the nar- 
cosis the mother should not be suffering from anoxe- 
mia, even in slight degree. As premedication the 
author has been using demerol (péthidine, dolosal) 
which is the ethyl ester of the carboxylic acid of 1- 
methyl 4 phenylpiperidine. This possesses a marked 
analgesic action without important depression. A 
little atropine is given with this drug. When the 
intravenous apparatus is ready, from 8 to 10 mgm. 
of curare are administered by the drop method. 
Following this, from 0.25 to 0.39 gm. of pentothal 
sodium is injected. After this injection there is us- 
ually a period of from 5 to 8 minutes before the 
pentothal sodium can traverse the placenta and 
equalize the concentration of the drug between the 
two circulatory systems. It would, of course, be 
ideal if the child could be extracted within this time 
limit; however, this is not always possible. More 
pentothal sodium is given if required, but never 
more than 0.60 gm. If this amount proves insuffi- 
cient, the anesthesia is continued with cyclopropane. 
In any case, cyclopropane is employed exclusively 
after delivery of the child. 

If the infant is apneic when extracted, a broncho- 
scope (Magill 00) is hurriedly introduced into the 
child’s trachea to remove secretions or fluid, if pres- 
ent. A tracheal catheter is then introduced into the 
cannula of the bronchoscope. The obstetrician in- 
hales oxygen from the oxygen supply, through a spe- 
cial mouth piece, into his own lungs and blows it 
through the tracheal catheter (protected by a gauze 
covering) into the air passages of the child. The ex- 
halation must be forcible enough to produce the 
peculiar crepitus of the expanding atelectasis of the 
child’s lungs. When this measure is properly carried 
out the change brought about in the cyanotic child 
is instantaneous; the cyanosis at once changes over 
into a bright healthy pink. 

The author believes that the oxygen insufflation 
method should be undertaken not later than 2 min- 
utes following the delivery, and that artificial res- 
piratory measures in these cases are usually a waste 
of time. Joun W. BRENNAN, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 

An Experimental Study on Refrigerated Skin Grafts 
Stored in 10 Per Cent Homologous Serum. 
ALBERT G. MARRANGONI. Plastic & Reconstr. Surg., 
1950, 6: 425. 

The author has sought to find a suitable medium 
for the preservation of skin in a skin bank. The 
method chosen has been previously described by 
Hanks and Wallace; it requires 10 per cent serum 
and a balanced salt solution. The skin after preser- 
vation in the serum was tested for viability by tis- 
sue culture methods and compared with that sub- 
jected to freezing and piloform as the storage me- 
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dium. The maximum period of storage of the 
grafts varied from 4 to 6 weeks. 

A total of 60 full-thickness grafts in the form of 
nonrefrigerated autografts and isografts, frozen iso- 
grafts, isografts stored in piloform, and isografts 
stored in 10 per cent serum were studied. The iso- 
grafts stored in 1o per cent serum, as shown by 
microscopic examination, seemed more capable of 
regenerating epithelium than the other isografts 
which were studied. 


From these experiments it is concluded that 10° 


per cent serum is superior to the other media stud- 
ied because it buffers and dilutes the acids which 
result from tissue metabolism. The potentialities 
of ro per cent serum used as a storage medium for 
skin banks are good. 

Jacos T. BRADSHER, JR., M.D. 


The Use of Direct Forearm Flaps in Resurfacing 
Defects of the Soft Tissues of the Lower Ex- 
tremities: Preliminary Report. WALTER A. 
COAKLEY, STEPHEN M. McCoy, and Joun C. 
KELLEHER. Plastic & Reconstr. Surg., 1950, 6: 413. 


Experience in World War II taught that soft tis- 
sue injuries overlying fractures of the tibia were 
frequently of greater importance in rehabilitation 
of the extremity than the bone injury. Emphasis 
has come to be placed on the time saved by re- 
surfacing these soft tissue defects with the utiliza- 
tion of flap techniques. 

The cross-leg flap has the advantages of being a 
relatively short procedure to complete, being easily 
available as a donor area, and using a donor area 
which is functionally silent. However, in patients 
over 45 years of age the cross-leg flaps are gen- 
erally not satisfactory. Poor results appear to be due 
to a diminished arterial blood supply and the fre- 
quent presence of such degenerative changes as 
varicosities in the calf donor areas. 

The “jump-flap,” which utilizes the forearm to 
transport an abdominal flap to the leg, is described. 
This method can be used in older patients provided 
they are capable of assuming the jackknife position. 
The procedure takes longer to complete and the ex- 
cessive fat, usually present on the abdomen, is said 
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to make the grafts vulnerable to trauma and in- 
fection. 

When distant tissue is required for the replace- 
ment of pretibial skin defects, the authors believe 
that, in selected cases, a direct forearm graft may 
approach the ideal covering. 

Four cases of pretibial soft tissue defects, all com- 
plicated by osteomyelitis, are reported; they were 
treated by the use of direct forearm flaps to resur- 
face the defects. When the report was written 
bone grafts had been applied successfully through 
the skin grafts in 3 of the cases and the fourth case 
was ready for bone grafting. 

By the authors’ technique, the patient is posi- 
tioned in a well padded plaster of paris cast and 
allowed a few days in which to become adjusted to 
the cast before the operation is begun. The flap 
on the forearm is raised from a diagonal line extend- 
ing from the medial epicondyle to the pulsation of 
the radial artery at the wrist. With the hinge of the 
flap along this line the donor area is less conspicuous. 
The site from which the flap was raised is covered 
with a split-thickness graft taken from the thigh 
opposite the involved leg. It is recommended that 
the procedure be done by two teams, one raising 
the flap on the ulnar aspect of the forearm and 
suturing the skin graft to the donor area of the fore- 
arm, the other excising the scar tissue of the leg and 
suturing the forearm flap to the leg. Cutting the 
base of the pedicle is begun about 3 weeks later 
and completed in stages, 2 to 3 days apart. All 
cases of osteomyelitis should be preceded by rad- 
ical saucerization. Antibiotics may permit soft tis- 
sue healing over areas of osteomyelitis only to re- 
sult in a flare-up of infection and failure when bone 
grafting is done at a later date. 

Local anesthesia is used since it is believed by 
the authors that the chief cause of discomfort in 
the postoperative position is overstretching of the 
joint capsules and ligaments; this is possible under 
general anesthesia but extremely painful after the 
effect of the anesthesia has disappeared. Loss of 
function due to utilization of the forearm tissue did 
not occur in any of the 4 cases reported. 

Jacos T. BRADSHER, JR., M.D. 
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Roentgen Cinematography, a Means of Training in 
Roentgen Diagnosis. (Die Roentgenkinematog- 
raphie, ein Mittel zur Ausbildung in der Roentgen- 
Diagnostik). R. JANKER. Fortsch. Roentgenstrail., 
1950, 73: 652. 

For the last 25 years, the author, a radiologist in 
Bonn, has specialized in developing cinematographic 
roentgenograms of normal and pathologic processes 
for teaching purposes. 

The advantages of this educational method are 
obvious: an unlimited number of students are en- 
abled to study the motion pictures at the same time 
without exposing the patients or the students to the 
risks of radiation. Slow or accelerated motion, trick 
films, and other devices of modern cinematographic 
technique can be used. Especially slow motion pic- 
tures are helpful in demonstrating the mechanics of 
processes which, in reality, move too rapidly to be 
observed in detail. Vice versa, very slow movements, 
e.g., the peristalsis of the colon, are visualized much 
better in accelerated pictures. 

The large number of educational x-ray films pro- 
duced by the author cover normal and pathological 
processes of the heart, lungs, diaphragm, esophagus, 
gastrointestinal tract, urinary organs, and joints. 
One hundred seventy angiocardiograms include typi- 
cal cases of the tetralogy of Fallot, common truncus 
arteriosus, pulmonary stenosis, Eisenmenger’s syn- 
drome, atresia of the tricuspid, atrium and septum 
defects, open ductus arteriosus, and coarctation of 
the aorta. 

Other films show normal deglutition and degluti- 
tion in cleft palate, esophageal diverticulum, car- 
cinomatous esophageal stenosis; filling of the stomach 
after gastroenterostomy; and aortography in endar- 
teritis obliterans. 

WERNER M. Sotmitz, M.D. 


Giant Cell Fibroma (Ueber das Riesenzellfibrom). E. 
Morvay. Fortsch. Roentgenstrahl., 1950, 73: 754- 


The author reports a very unusual case of bone 
tumor. A patient 50 years of age who died of pneu- 
monia at the hospital presented an enormous en- 
largement of the circumference of one forearm. 
X-ray examination and autopsy revealed that the 
entire radius was replaced by a large dense mass of 
fibrous tissue. The gross appearance reminded one 
of a uterine fibroid. Histologically, the tumor con- 
sisted for the greatest part of dense fibrous tissue, 
poor of nuclei and interspersed with foci of epulis 
giant cells. The ulna had remained normal. 

According to the history, the disturbance had 
started at least 25 years previously and had never 
caused much discomfort although pronation and 
supination were impossible. The tumor had not 
produced metastases in other organs. 
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Fig. 1 (Morvay). The giant cell fibroma has produced 
the picture of a potentially benign blastoma in the osteoly- 
tic tissue. The very dense bone trabeculae are arranged 
radially and correspond to the newly formed “connective 
tissue bone.” 


As the histological picture differed considerably 
from the well known giant cell tumors of bone the 
author termed this unique growth “giant cell fi- 
broma.” WERNER M. Sotmitz, M.D. 


Significance of Intracranial Calcification in the 
Roentgenologic Diagnosis of Intracranial Neo- 
plasms. Joun D. Camp. Radiology, 1950, 55: 650. 


In these days of specialized procedures which may 
facilitate a precise localization of mass lesions of the 
brain, one must not overlook the fact that ordinary 
roentgenography of the skull, when used intelli- 
gently and as the patient’s symptoms may indicate, 
will reveal with considerable accuracy the site, and 
frequently the type, of an intracranial lesion. 

Calcification within a lesion is the most significant 
roentgenologic sign of intracranial disease. The 
position of the calcium shadows not only localizes 
the lesion, but not, infrequently, the arrangement of 
the calcium deposits will enable a prediction of the 
probable histologic character of the mass. 

Since non-neoplastic as well as neoplastic lesions 
may exhibit roentgenographic evidence of calcifica- 
tion, and since the roentgenographic characteristics 
of such calcification are now well established, the 
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experienced radiologist, on his preliminary examina- 
tion, can often identify non-neoplastic lesions that 
may be producing symptoms which imitate those of 
a brain tumor. Even though a cerebral neoplasm 
may not exhibit calcification, roentgenographic evi- 
dence of its presence and situation may frequently 
be disclosed by displacement of the shadow of a 
calcified pineal body. 

Varying degrees of calcification of the pineal body 
may be observed normally in roentgenograms of 60 
per cent of persons more than 20 years of age. 
Roentgenologic evidence of pineal calcification is 
rare under to years of age and, when present, should 
suggest the presence of a pinealoma. 

Teratomas of the pineal body may exhibit com- 
binations of calcium, bone, and fat with the result 
that roentgenographic shadows of varying density 
may result. 

The pineal body normally is in such constant re- 
lation to other intracranial structures that displace- 
ment of a calcified pineal body from its normal posi- 
tion is an important roentgenologic sign of intra- 
cranial tumor. The displacement may be in any 
direction, depending on the size and position of the 
mass. It is purely a mechanical effect which may be 
modified by the varying degree of cerebral edema 
that is present in many cases of tumor. A shift of 
the pineal body in one plane will indicate a contra- 
lateral mass. A shift in two or more directions is of 
greater importance because it enables a more pre- 
cise localization of the site of the tumor. The author 
believes that the significance of such combinations 
of shift is frequently underestimated. 

Seventy-one per cent of tumors of the frontal 
lobe produce a posterior displacement of the pineal 
body. If there is no lateral shift, the tumor is in 
the midline or close to it, and usually is basal. 
Parasagittal frontal tumors of any size may produce 
a downward displacement of the pineal body as 
well. A lateral shift of the pineal body is a very 
important sign as it will lateralize a lesion and not 
infrequently eliminate the need for pneumographic 
studies. It occurs most frequently with tumors of 
the temporal lobe (50 per cent) which may exhibit 
posterior shifts as well (40 per cent). 

Varying degrees of calcification occur normally in 
the choroid plexus of the lateral ventricles. The 
position of the normal choroid plexus may vary, and 
because of this normal variation, asymmetry in the 
arrangement of shadows of the choroid plexus should 
not be considered as evidence of a space-occupying 
intracranial lesion. 

Gliomas make up 49 per cent of all brain tumors, 
and 15 per cent exhibit calcification in the roent- 
genogram. The incidence of calcification varies 
considerably with the type of glioma, being highest 
in oligodendrogliomas, 39 per cent of which exhibit 
calcification roentgenographically. The calcification 
occurs predominantly in irregular, subcortical 


strands, and extends over a relatively large area. 
Ependymomas exhibit a type of calcification in the 
roentgenogram that is grossly identical with that 
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seen in meningiomas. An ependymoma can be dis- 
tinguished from a meningioma by its subcortical site 
and by its occurrence in children and adolescents, in 
whom meningiomas are exceedingly rare. 

Craniopharyngiomas produce roentgenologic evi- 
dence of calcification more frequently than any 
other intracranial tumor. The calcification may be 
found about the outlet of the sella turcica, above the 
clinoid processes but especially the posterior ones, 
posterior to the posterior clinoid processes, and even 
within the sella turcica itself. The shadows of cal- 
cification are usually of a faint, irregular, flocculent 
nature, and may easily be overlooked if the roent- 
genogram is not of the highest quality and free from 
evidence of motion. 

Secondary changes in the skull resulting from pres- 
sure are frequent accompaniments of craniopharyn- 
giomas. The posterior clinoid processes are usually 
involved, and these structures, which are commonly 
eroded from above, may be destroyed altogether. 
Fragments of the clinoid processes may simulate 
areas of calcification. 

Calcification in dermoids and cholesteatomas may 
be mistaken for calcification in a craniopharyngioma. 

Intracranial cholesteatomas not infrequently ex- 
hibit irregular deposits of calcium in the walls of the 
cystic tumor and even within the contents of the 
tumor itself. The peripheral distribution of calcium, 
which suggests a cystic tumor, should suggest a 
diagnosis of cholesteatoma. 

Eighteen per cent of meningiomas produce roent- 
genographic evidence of calcification. Although the 
calcification may simulate that associated with epen- 
dymomas, these tumors can be distinguished, first, 
by the fact that meningiomas are surface tumors, 
and secondly, by the fact that they rarely affect 
persons less than 20 years of age. 

Chromophobe adenomas of the pituitary body 
produce roentgenographic evidence of calcification 
in 4 per cent of cases. In all cases observed by the 
author, the calcification has been limited to a small 
curvilinear plaquelike shadow which outlines part 
of the wall of the cystic area in the tumor. He has 
never observed roentgenologic evidence of calcifica- 
tion in an eosinophilic adenoma or in a malignant 
tumor of the pituitary body. 

In the roentgenologic consideration of intracranial 
shadows of calcification, the examiner should bear in 
mind that there are numerous non-neoplastic lesions 
which may exhibit roentgenographic evidence of 
calcification. If the examiner will give careful con- 
sideration to the character of the intracranial cal- 
cification, particularly as to whether it is situated on 
the surface or within the brain, or whether it is 
unilateral or bilateral, he should be able to predict 
the presence of a brain tumor in an increasing per- 
centage of cases. When this information is com- 
bined with careful observations concerning the di- 
rection of displacement of the shadow of a calcified 
pineal body, the radiologist can facilitate the ac- 
curate localization of intracranial neoplasms without 
the use of more complicated diagnostic procedures. 

















Roentgenologic Studies on the Division of the 
Bronchial Tree (Roentgenologische Studien ueber 
die Aufteilung des Bronchialbaumes). MAaTHIAs 
Houn and HEInz VIETEN. Fortsch. Roentgenstrahl., 
1950, 73: 669. 

In. a series of 300 bronchograms the authors 
studied the number and arrangement of the seg- 
mental bronchi. In this article they tabulate the 
terms used in the literature for the various bronchi 
and show that there is quite a discrepancy in 
terminology among the writers. To bring conform- 
ity into this confusing state of affairs, they suggest 
a new nomenclature similar to the ‘““Nomina Ana- 
tomica of the year 1935.” 

Furthermore, they emphasize the frequent occur- 
rence of variations and anomalies, which are tabu- 
lated in percentages of all the examined cases. 

WERNER M. Sotmitz, M.D. 


Postoperative X-ray Shadows of the Lung (Post- 
operative Lungenverschattungen). V. KNOLL. 
Fortsch. Roentgenstrahl., 1950, 73: 537- 


By doing a controlled series of lung studies on 
postoperative cholecystectomy, appendectomy and 
other abdominal operations, the authors were sur- 
prised to find mottled, streaky areas in the roentgen- 
ograms, indicating atelectasis. The patients were 
afebrile and asymptomatic for the most part. The 
shadows appeared rapidly and disappeared equally 
rapidly, but were, of necessity, interpreted as atelec- 
tasis. Only rarely did any of the patients develop 
true bronchopneumonia. 

The explanation favored for this finding is not re- 
sorptive atelectasis—mucus plugging of the bronchi 
followed by peripheral collapse after absorption of 
trapped air—but rather, a contraction atelectasis 
such as has been described in poliomyelitis, and the 
brief, one to three-minute episodes of collapse noted 
in intratracheal lipiodol insertion. It is thought that 
there is a reflex vegetative nervous system spasm 
which occludes the smaller segments of the bronchi 
temporarily. Support for this theory is derived from 
the accepted practice of partially paralyzing the 
breathing musculature during the operative phase of 
crossing the abdominal wall. 

JANE C. MacMittran, M.D. 


Roentgenological Diagnosis; Generalized Subserous 
Emphysema Through a Single Puncture. M. 
Ruiz Rivas. Am. J. Roenig., 1950, 64: 723. 


Air has for a long time been utilized as a means of 
contrast in roentgenography to differentiate tissues 
and organs situated in media of homogeneous den- 
sity. The author produces a diffuse and extensive 
emphysema of the subserous tissues of the entire 
body by a single puncture injection. The point of 
entry or puncture is at the level of the sacrococcygeal 
joint, x or 2 cm. beyond the inferior border of the 
sacrum. The needle is directed obliquely upward, 
inward, and forward in such a way that its point 
comes to rest in the presacral cellular tissue of the 
retrorectal space, as near as possible to the anterior 
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surface of the sacrum and in its midline. Oxygen is 
used for the injection. A genupectoral position is 
used. 

Once the initial gaseous space is obtained in the 
pararectum, the emphysema advances toward the 
neighboring pelvic spaces following the paths of least 
resistance. The pelvic emphysema surrounds the 
uterus, tubes, and ovaries, and in pathological states 
shows up clearly any defects referred to the outer 
surface, such as adhesions between these organs and 
the pelvic wall. The pelvic emphysema ascends into 
the abdominal cavity by virtue of continuity of the 
cellular tissue and infiltrates the space lying be- 
tween the abdominal wall and the parietal perito- 
neum. The posterior wall space is important and is 
called ‘“retropneumoperitoneum” by the author. 
This space is distinct from the pneumorenal space 
in that in the latter the emphysema lies within the 
renal fascia while in the retropneumoperitoneum the 
emphysema is complete and tends to spread out. 
As the emphysema ascends along the paraproctium 
it does so in all directions and penetrates the infe- 
rior aperture of the renal fascia outlining the kid- 
neys and suprarenal glands. The liver and the spleen 
are systematically and totally revealed by the in- 
jected air. However, the pancreas cannot be out- 
lined by this method. The diaphragm is outlined 
clearly, but in the mediastinum the induction of 
emphysema has no great value. In the neck region 
it is easy to demonstrate the retroesophageal space, 
the larynx, and the borders of the thyroid gland. In 
diagnostic problems it is not usually necessary to 
produce a generalized emphysema. In pelvic con- 
ditions a pneumoparametrium may be induced by 
injection directly through the vaginal wall. The 
contraindications to the method are of no im- 
portance. 

The method has an advantage over the ordinary 
pneumatic technique for visualization of the kidney 
in that the kidney can be demonstrated even though 
it has descended outside of the limits of the renal 
fascia. Frank L. Hussey, M.D. 


Calcification in the Patent Ductus Arteriosus. 
HERMAN RusKIN and Eric SAMUEL. Brit. J. Radiol., 
1950, 23: 710. 

Patent ductus arteriosus is the most common 
anomalous vascular trunk, and consequently cal- 
cification has been frequently recorded in this con- 
dition. Normally, the ductus arteriosus closes at 
birth and the vessel fibroses to form the ligamentum 
arteriosum. The aortic and pulmonary ends of the 
ductus become covered by intima. Calcification in 
the patent ductus is an unusual finding and most 
frequently occurs in the older patient. 

The author presents 4 cases of calcification occur- 
ring in a patent ductus arteriosus and demonstrated 
by roentgenography. In one case the exact sight of 
the calcification was confirmed at operation. The 
calcification formed an annular ring in the aortic 
wall, around the site of attachment of the patent 
ductus arteriosus. All of the patients were young 
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adult females, and in 2 the extent of the calcification 
was considerable. 

Because the calcium is usually deposited at the 
aortic attachment of the ductus it appears as a 
curvilinear shadow, which in 1 of the cases formed 
almost a complete circle. The calcification is similar 
to that occurring in an atheromatous aorta and its 
close resemblance to this condition may result in its 
being mistaken for the latter. There are a group of 
vascular and extravascular calcifications in the left 
superior mediastinum which have to be differenti- 
ated from the calcification occurring in patent ductus 
arteriosus. 

The presence of calcification of the type described 
does not entitle one to assume that the ductus is 
patent as it may occur when the ductus is obliter- 
ated. The presence of such calcifications will help 
to confirm the diagnosis when the clinical picture 
is that of patent ductus. Frank L. Hussey, M.D. 


Circumscribed Gigantic Folds of the Gastric Mu- 
cosa (Gigantismo plicare circoscritto della mucosa 
gastrica). Dino AcATI and GERMANO Buzzi. Radiol. 
med., Milano, 1950, 36: 829. 

The authors state that the term “gigantic folds” 
must be reserved for those cases characterized by 
large folds of the gastric mucosa that occur indepen- 
dent of hypertrophic gastritis. Such cases are rare. 
Four cases of circumscribed gigantism of the gastric 
mucosa have been reported by Schérer in 1930, and 
2 cases have been reported by Windholz. Giampal- 
mo reported 4 cases, 1 in 1939 and 3 in 1941, and 
advanced the opinion that this condition may be of 
congenital origin. 

The authors report 2-cases of their own with a dis- 
cussion of roentgenological study leading to the 
tentative diagnosis of this condition. These cases 
were submitted to roentgenologic study because the 
clinical and laboratory findings, i.e., gastric dis- 
turbance, anorexia, loss of weight, anemia, achlor- 
hydria, and hypochlorhydria, suggested malignancy. 
Roentgen visualization is rather difficult and differs 
according to the type of plication of the mucosal 
folds. Both of the authors’ patients were submitted 
to gastrectomy. Macroscopically, the resected stom- 
achs revealed mucosal folds located in a circum- 
scribed area of the posterior wall of the stomach 
between its upper and middle third and more toward 
the greater curvature. In the first patient these folds 
were between 7 and 8 cm. long, and in the second 
case between 6 and 7 cm. long, and in both they 
were between 1.5 and 2 cm. thick. Histologically, 
nothing unusual was noted. The first patient had 
occasional areas of small cell infiltration, and the 
second had scattered areas of atrophic and hyper- 
trophic gastritis. 

The authors indulge in a discussion of the cases 
reported by Schérer, Windholz, and Giampalmo, and 
arrive at the following conclusions: 

1. Chronic gastropathies and hypertrophic gastri- 
tis with gigantic folds must be differentiated from 
gigantic folds (diffuse or circumscribed) of the gastric 


mucosa. Gigantic folds may have a congenital origin 
and may be complicated by a chronic gastritis. 

2. “Gigantic circumscribed plicae” are located on 
the posterior wall of the stomach and more toward 
the greater curvature. This fact may be used to ad- 
vantage to differentiate them from hypertrophic 
gastritis which has a predilection for the antrum and 
fundus of the stomach. The histological study of 
such folds reveals hyperplasia of the mucosa but no 
evidence of inflammation. 

3. Atrophic or hypertrophic chronic gastritis may 
be present independent of the circumscribed gigan- 
tic folds; such a condition when present must be 
regarded as a complication due to those exogenous 
or endogenous factors which are considered as the 
cause of the gastritis. The 2 cases reported reveal 
a chronological succession but no pathogenetic rela- 
tion. 

4. Gigantic circumscribed folds may assume two 
forms: 

a. First degree: the folds may be exceptionally 
long and thick. 

b. Second degree: the folds may fall on them- 
selves, festoonlike, within the gastric cavity, 
with a free lower border. ; 

5. In the first degree the roentgenological picture 
resembles a hypertrophic gastritis located in the 
body of the stomach. The diagnosis can be made 
more easily if the usual location on the posterior wall 
of the stomach is kept in mind; however, the presence 
of hypertrophic gastritis in other parts of the body 
of the stomach may make the diagnosis very difficult. 

In the second degree the plaque formed by the 
festooned folds ends in the curved linear contour 
— corresponds to the free margin of the festoon 
itself. 

6. The differential diagnosis must include benign 
submucous tumors as well as hypertrophic gastritis. 
7. Malignant tumors are easily differentiated. 

8. The roentgenological study can lead to the diag- 
nosis of probable gigantic circumscribed folds. How- 
ever, the difficulty in eliminating malignant disease, 
and the uncertain course of hypertrophic gastritis 
(ulcer, cancer) suggests gastric resection as the thera- 
py of choice. Joseru M. A. Pape, M.D. 


The Diagnosis of Early Intestinal Cancer. Harry 
M. WEBER. Am. J. Roenig., 1950, 64: 929. 


For almost a quarter of a century there has been, 
in the roentgenologic approach, a diagnostic ma- 
neuver which can be used to detect and recognize, 
as such, neoplastic disease of the intestine above 
the reach of the proctosigmoidoscope, at least as 
early in its development as it is manifested by clinical 
signs and symptoms. The qualification “above the 
reach of the proctosigmoidoscope” is made because 
the author contends that, for several good and suf- 
ficient reasons, the roentgenologic maneuver has not 
been satisfactory for the diagnosis of rectal and 
sigmoidal lesions within the reach of this instru- 
ment nor does he believe that it can be made to be 
satisfactory. He believes it is a mistake for the 




















roentgenologist to assume the responsibility of diag- 
nosis for that portion of the intestinal canal, and 
that it is wrong for his clinical and surgical consult- 
ants to ask him to do so. The proctosigmoidoscopic 
examination has the obvious advantages of direct 
vision and contact. It thus reveals much more than 
the mere form and size of a pathologic process, and 
makes available, instantly, material for histologic 
and bacteriologic study. It thereby gains insupera- 
ble advantages over the most competently performed 
roentgenologic examination of the portions of the 
intestine to which it is specifically applicable, re- 
gardless of refinement in roentgenologic technique 
and of virtuosity of roentgenologic examiners, al- 
ways provided, of course, that the proctosigmoido- 
scopic examination is done with competence and 
care. 

Assuming that the best treatment of intestinal 
cancer known today is extirpation by surgical meth- 
ods and that proctosigmoidoscopy and roentgeno- 
logic examination are means of detecting cancer of 
the intestine at a time when it produces the clinical 
symptoms and signs that bring the patient to the 
physician, if not well in advance of that time, we 
should expect that the survival rates after surgical 
treatment of intestinal cancer should have shown 
marked improvement in the last 10 or 15 years. The 
author believes that it can be shown that these sur- 
vival rates have improved. Although he considers 
the over-all survival rate gratifying and encourag- 
ing, he does not consider it one with which to be con- 
tent. Patients must somehow get to the physician 
earlier in the course of the development of their 
neoplastic lesions, but this will accomplish little 
unless the physician learns to extract the maximal 
yield from the diagnostic maneuvers now at his dis- 
posal to discover the lesion when it is small and 
treat it at that time. 

While it is true that the great majority of polypoid 
and other intestinal carcinomas are of a low grade of 
malignancy, a significant number of patients die 
from the effects of these lesions. The grading of 
neoplastic lesions is, for practical purposes, chiefly 
an expression of the rate of their growth. There 
would be no purpose of attaching the appellation 
“malignant” to lesions of grade 1 if experience did 
not consistently show that they take a definite but 
relatively small toll of life. A patient who dies of 
metastatic cancer 5 or more years after extirpation 
of the original growth is just as dead as one who dies 
within a year. 

The fibroscirrhous annular cancer of the intestine, 
the gelatinous cancer partially or completely en- 
circling the intestine, the medullary ulcerating mass 
protruding into the intestinal lumen—none of these 
was always of that size and of that configuration. 
Presumably they began as single cells or as rela- 
tively small groups of cells which may well have 
existed at the site of the subsequent development of 
definite cancer at birth or even before that time. 
When favorable conditions arose they began to 
proliferate. 
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It has been said that 50 per cent of the malignant 
neoplasms occurring in the rectum are discoverable 
with digital examination of the rectum. Certainly a 
great majority of the small lesions will escape detec- 
tion if rectal examination is considered complete 
when a digital examination has been done. No 
proctosigmoidoscopic examiner who wishes to be 
called competent will refuse to accept the responsi- 
bility for the diagnosis of any neoplastic lesion in 
the rectum and lower portion of the sigmoid colon 
which has attained the macroscopic size of 5 mm. 
or more. Practically, this means that cancer in its 
curable stage can be recognized in the caudad 25 
cm. or so of the intestinal tract, invariably and with 
relative ease. Obviously then this examination is 
an unconditional requirement if the earliest possible 
recognition of intestinal cancer is to be accomplished, 
and it should be insisted on whenever there is even 
a remote suspicion of the presence of the disease. 
Roentgenologic examination is no substitute for it. 
The roentgenologic examination may be considered 
the next best diagnostic maneuver, but the author 
thinks the consultant and patient alike should be 
told the true nature of the situation. 

Above the level of proctosigmoidoscopic reach, 
where between 30 and 40 per cent of all intestinal 
neoplasms (malignant and benign) occur, the roent- 
genologic examination is the only diagnostic maneu- 
ver which offers reliable objective evidence about 
the existence of cancerous and potentially cancerous 
lesions. There must be an especially intimate co- 
operation between the proctoscopist and roent- 
genologist. The author has attempted to make a 
plausible case for the efficacy of the combination of 
proctosigmoidoscopic and roentgenologic examina- 
tions in the detection of early intestinal cancer. 
These examinations are too cumbersome and in- 
volved to be readily adaptable to mass survey. 
Many of them must be done on suspicion. Certainly 
it is imperative to submit any patient to most 
thorough intestinal investigation, who has one or 
more of the following clinical symptoms and signs: 
(1) chronic loss of blood, manifested most frequently 
by the appearance of blood in the stools and less fre- 
quently by secondary anemia; (2) significant and 
persistent alteration in the functional activity of the 
intestine; (3) abdominal pain of a colicky, crampy 
type, often intermittent; (4) abdominal tumor. 

For the present it seems practical only to urge that 
physicians keep the problem of intestinal cancer in 
all of its aspects well in the foreground of conscious- 
ness, and hesitate not at all to advise complete in- 
testinal investigation even on remote suspicion. 
Since intestinal cancer, apparently more than any 
other form of internal cancer, yields to modern 
therapy with a low morbidity, a low mortality rate, 
and an encouraging survival rate if the disease is 
recognized at the stage before metastatic spread has 
taken place, we can well afford to display enthusiasm 
about the problem of intestinal cancer. The author 
urges that those who are not roentgenologists or 
proctosigmoidoscopic examiners resolve to give full 
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co-operation to their roentgenologic and proctologic 
consultants to the end that maximal diagnostic yield 
may be derived from their special types of examina- 
tion. Let roentgenologists and proctologists learn 
and apply with diligence and hard work, with devo- 
tion to their patients’ interests, the methods at their 
disposal, convinced that they are adequate if com- 
petently applied to solve the diagnostic aspect of the 
problem of intestinal cancer. The greatest problem 
is to determine the time and place to use these diag- 
nostic implements, and to assist in training and en- 
couraging more and more physicians to use them 
well. 


Radiologic Appearances in Pancreatic Cancer. F. 
Pycott. Brit. J. Radiol., 1950, 23: 656. 


The author reviews the radiographic findings in 
the barium meal examinations of 25 patients with a 
proved diagnosis of carcinoma of the pancreas. 
Sixteen of the patients showed some abnormality of 
the upper gastrointestinal tract. The remaining 9 
patients, 5 of whom had large lesions, showed no 
abnormality. 

In 3 of the 16 cases, only the head of the pancreas 
was involved, and radiographic findings consisted of 
enlargement and flattening of the duodenal loop, 
complete pyloric obstruction, and deformity and ir- 
regularity of the second portion of the duodenum. 

In 7 cases, the head and the body of the pancreas 
were involved and produced a wide variation of 
radiographic findings, such as a peculiar U-shaped 
stomach with a high pylorus, duodenal ulceration 
with increasing deformity of the duodenal cap, con- 
striction of the upper half of the stomach with ulcer 
deformities of the greater curvature, displacement of 
the stomach and duodenum with constant extrinsic 
pressure defects, and obstruction of the third portion 
of the duodenum. 

In 1 case only the tail of the pancreas was in- 
volved. The gastric fundus was displaced to the left, 
the pylorus upwards, and the duodenal loop was 
widened. 

The entire gland was involved in 5 cases; several 
different radiographic findings were observed, such 
as a U-shaped stomach, a localized bulge in the post- 
bulbar portion of the duodenal loop, constriction and 
compression of the upper third of the lesser curva- 
ture, stretching out of the duodenal loop, and up- 
ward displacement and narrowing of the third por- 
tion of the duodenum. 
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The radiographic findings associated with car- 
cinoma of the pancreas are extremely varied and a 
positive radiologic diagnosis may not be possible, 
but this disease should be kept in mind when altera- 
tions of a character unusual in intrinsic lesions occur 
in the stomach, duodenum, or jejunum. 

Joun M. Dennis, M.D. 


Roentgen Diagnosis of Tuberculous Salpingitis. 
KrisTINA EKENGREN and AKE B. V. Ryp&n. Acta 
radiol., Stockh., 1950, 34: 193. 

Genital tuberculosis in women, which was for- 
merly considered to be rare, has proved to be a rather 
common affection according to the latest investiga- 
tions. In the form in which it most frequently oc- 
curs, the disease runs its course without any sub- 
jective trouble and does not cause any deviations 
from the normal that are demonstrable in connection 
with a palpatory genital examination. The symptom 
that in the majority of these cases causes the patient 
to seek medical advice is a shorter or longer period 
of sterility. 

The material studied comprised 75 cases of tubal 
tuberculosis roentgenologically examined and treated 
at the Karolinska Sjukhuset, Stockholm, during the 
period from 1941 to 1950, in which the diagnosis was 
confirmed by the microscopic demonstration of 
tuberculous changes either in the tubes or in the 
endometrium. The control material consisted of 95 
cases which failed to show microscopic evidence of 
tuberculous tubal changes. Salpingography with a 
water soluble contrast medium was used. This 
method was believed not to entail any serious risk of 
activating or spreading the process of tubal tuber- 
culosis. 

In order to be able to judge the morphologic 
changes causing the pathological roentgen picture in 
a number of cases, the entirely or partly removed 
tubes were roentgenologically examined after con- 
trast filling and immediate fixation. With the help 
of the roentgenogram thus obtained, different parts 
of the specimen were selected for serial section and 
compared with the roentgen picture. It has been 
possible to distinguish 6 types of salpingograms 
which in a greater or lesser degree are characteristic 
for tubal tuberculosis. Tubal tuberculosis heals, as 
a rule, with a shrinking of the tuberculous tissue, 
which in most cases leads to multiple constrictions of 
the tubal lumen and finally to obliteration. 

FRANK L. Hussey, M.D. 

















CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


The Surgical Significance of Acanthosis Nigricans. 
MEYER BERKE and FRANKLIN B. WILKINS. Ann. 
Surg., 1950, 132: 980. 

Acanthosis nigricans has been recognized for a 
long period. A very significant fact concerning it is 
that in approximately 50 per cent of the patients 
there is an associated cancer, sooner or later, and 
usually abdominal in origin. The author discusses 
this association and reports a case of acanthosis ni- 
gricans with an associated adenocarcinoma of the 
stomach. The patient survived treatment for 14 
months and died of recurrence of the carcinoma with 
metastasis. 

Two varieties of the disease are described, the be- 
nign (juvenile) and the malignant (adult) types. 
The cutaneous findings are the same in both groups. 
The site of the cancer in the adult type is almost al- 
ways abdominal. Curth is quoted as finding 93 per 
cent of the malignant lesions in the abdomen and 7 
per cent in the thorax. Seventy per cent of the ab- 
dominal lesions were in the stomach. Adenocar- 
cinoma was the most frequent type of carcinoma. 
The cutaneous lesions and the tumor may be con- 
comitant, or the cutaneous lesions may precede the 
tumor by a considerable period of time. The im- 
portance of prompt consideration of a tumor being 
associated with this cutaneous disease is emphasized. 

Donatp C. Geist, M.D. 


Freezing and Desiccation of Mouse Tumors. R. D. 
PassEy and L. Dmocuowskr. Brit. M.J., 1950, 2: 
1129. 


With the use of methods previously described, 
the authors subjected mouse tumors, both sarcomas 
and carcinomas, to a process of freezing and subse- 
quent desiccation. After reconstitution, these cells 
retained their power to induce fresh tumors when 
inoculated into mice. Centrifugation of the tumor 
tissues together with histologic studies indicated to 
the authors that living cells, and not a virus, are 
responsible for the results. This conclusion was the 
opposite of that arrived at previously by other in- 
vestigators. Ey Ettiorr Lazarus, M.D. 


Simultaneous Malignant Tumors Complicating 
Childbirth and the Puerperium (Tumores ma- 
lignos simultaneos complicando el parto y el puer- 
perio). Francisco A. URANGA Imaz. Bol. Soc. obst. 
gin. B. Aires, 1950, 29: 153. 

The 37 year old patient had had one normal de- 
livery 3 years previously and during the present 
pregnancy complained rather frequently of rather 
vague abdominal pains. However, the symptoms 
complained of were ascribed to a rather exuberant 
development of the ovum and went relatively un- 
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heeded. At the time of the first examination the 
membranes had ruptured several hours previously. 
External palpation at this time disclosed the devia- 
tion of the fetal head toward the left iliac fossa. 
Vaginal examination disclosed the presence of a 
cystadenomalike tumor filling the small pelvis. Ces- 
arean section was done with the birth of a 4,320 gm. 
boy through the transverse incision of the lower 
uterine segment. The tumor uncovered by this 
celiotomy proved to be a melon-sized multilocular 
cyst, adherent to the sac of Douglas and attached to 
the ovary on the right side. The tumor was resected 
in the usual manner and a rubber-dam drain was left 
in the abdomen. 

The operation was followed by a few attacks of 
vomiting. On the sixth postoperative day the drain 
was removed, which occasioned considerable pain to 
the patient. On the eighth day the abdomen became 
distended and colicky pains occurred. The picture 
rapidly deteriorated to that of complete intestinal 
occlusion and 3 days later the abdomen was re- 
opened. This procedure disclosed the presence of a 
tumor in the upper third of the sigmoid. 

A temporary artificial anus was made in the left 
flank and 3 weeks later the sigmoid tumor was ex- 
cised and a swollen gland was also removed from 
near the base of the mesosigmoid. 

Six months later the patient suffered a new episode 
of intestinal obstruction and operation at this time 
uncovered a recurrence at the site of the primary 
neoplasm and widespread propagation to the lym- 
phatic glands and to the liver. A definitive artificial 
anus was placed in the transverse colon. The patient 
died 6 months later. 

Histologic examination of the ovarian tumor dis- 
closed a multilocular cystoma, the locules of which 
were lined by a cylindrical, atypical epithelium. The 
cells of this epithelium exhibited a highly basophilic 
cytoplasm with a secretion of mucus and a positive 
reaction to mucin. The nuclei of the cells were 
situated basally, were hyperchromatic, and dis- 
played mitoses in various phases; some of them were 
asymmetrical. The specimens from the tumor of the 
sigmoid and the removed gland proved to have the 
same general histological characteristics. The neo- 
plastic tubules were lined with cylindrical atypical 
epithelial cells with deeply staining cytoplasm but 
without evidence of mucus secretion. The nuclei of 
these lining epithelial cells were very large and 
deeply staining, and mitotic figures containing 
pluripolar, abortive, and asymmetrical forms were 
observed. 

The author believes that it was obvious that 
neither of these tumors was a metastasis of the other, 
but that both were true primary neoplasms. He 
concedes, of course, that the tumor in the lymph 
gland represented a secondary growth propagated 
from the primary tumor in the sigmoid. 
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The diagnosis of the ovarian neoplasm was cysta- 
denocarcinoma mucosum of the ovary; that of the 
sigmoid and of the satellite gland was adenocarci- 
noma of the intestine. Joun W. Brennan, M.D. 


Observations on the Effects of the Autonomic 
Blocking Agent, Bis-Trimethylammonium 
Pentane Dibromide (C;) in Normal Subjects 
and in Patients with Peripheral Vascular Dis- 
ease and Hypertension, and Comparison with 
Tetraethylammonium Chloride. Davin Gros 
and A. McGEHEE Harvey. Bull. Johns Hopkins 
Hosp., 1950, 87: 616. 

The ability of a quaternary ammonium com- 
pound, tetraethylammonium (TEA) chloride, to 
block the transmission of nervous impulses across 
autonomic ganglia (both sympathetic and para- 
sympathetic) was demonstrated as early as 1914. 
This agent was employed to induce vasodilatation 
in patients with peripheral vascular disease, to study 
the various types of hypertension, and to reduce in- 
testinal motility and the secretion of gastric acid. 
The usefulness of TEA for these purposes has been 
somewhat limited by its short duration of action, by 
certain unexplained variations in its effects, and to 
a lesser extent by its side effects. 

Recently, the physiological effects in experimental 
animals of a series of polymethylene bis-trimethyl- 
ammonium salts, was investigated. The C; and Cx, 
derivatives of this series were found to have an auto- 
nomic blocking action in experimental animals that 
was more potent and more persistent than that of 
TEA. The effect of C; on the blood pressure of man 
was found to be similar to that of TEA, stronger 
in smaller doses and more prolonged in its action. 

The authors’ studies describe the effects of the ad- 
ministration of the autonomic ganglionic blocking 
agent, bis-trimethylammonium pentane diiodide, or 
dibromide (Cs), to 22 normal subjects, 16 patients 
with peripheral vascular disease, and 25 patients 
with hypertension. The effects of C; on the skin 
temperature, skin resistance, peripheral blood flow, 
blood pressure, cardiac rate, and the reflexes con- 
cerned with vasomotor tone, blood pressure, cardiac 
rate, and skin resistance are described and compared 
with those of TEA (etamon). 

The autonomic blocking agent C;, administered 
intravenously in doses of from 5 to 35 mgm., in- 
creased the skin temperature of the extremities of 
most normal subjects and of most patients with peri- 
pheral vascular disease, but not as regularly as suc- 
cessful procaine block or ganglionectomy. C, in- 
creased the skin resistance only slightly. It produced 
a slight fall in the recumbent blood pressure of nor- 
mal subjects, and a greater fall in hypertensive pa- 
tients which paralleled the effect of sleep induced by 
sodium amytal. This action of Cs; could not be em- 
ployed to predict the late effect of dorsolumbar 
sympathectomy. C; inhibited several reflexes that 
are mediated by the autonomic nervous system, pro- 
ducing an increase in cardiac rate, marked postural 
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hypotension and tachycardia, inhibition of the “gal- 
vanic reflex”, and reduction in the cold pressor re- 
sponse. Adrenalin antagonized the effects of Cs on 
the skin temperature and blood pressure, and was 
not blocked by Cs. The effects of Cs can be ex- 
plained by its autonomic blocking action, which, fol- 
lowing the doses that were administered, was incom- 
plete. This blocking action does not appear to be 
the result of competitive inhibition of acetylcholine. 
The autonomic blocking action of Cs was three to 
four times as prolonged as that of TEA, and C; was 
effective in much smaller doses. Cs produced none 
of the “‘side effects” that occurred after the use of 
TEA. RoBERT TuRELL, M.D. 


EXPERIMENTAL SURGERY 


Hypothermia; Its Possible Role in Cardiac Surgery: 
An Investigation of Factors Governing Survival 
in Dogs at Low Body Temperatures. W. G. 
BIcELow, W. K. Linpsay, and W. F. GREENWoop. 
Ann. Surg., 1950, 132: 849. 

The authors report an experimental study on the 
use of generalized hypothermia in the dog. 

The dogs were clipped and then cooled, with small 
amounts of various anesthetics to control shivering. 
They were then revived by rewarming them in a hot 
water bath. The pulse rate, mean arterial pressures, 
mean venous pressures, and cardiac output were 
determined and recorded during the course of the 
experiments. In addition, electrocardiographic trac- 
ings were made and the serum calcium and serum 
potassium were determined. When respirations 
failed, positive pressure artificial respiration was 
used. Thoracotomy was performed in several in- 
stances and the heart directly inspected, and cardiac 
resuscitation was done at low body temperatures. 
All of the findings are given in detail in the original 
article. 

There was a gradual fall of the blood pressure, 
heart rate, and cardiac output to very low levels on 
cooling, with a comparable rise on rewarming. Ve- 
nous pressures increased. An increase over too long 
a period resulted in “cardiac crisis” and could be 
temporarily forestalled. by venesection. Electro- 
cardiographic changes varied. The most common 
sequence of events was the appearance of ventricular 
ectopic beats followed by ventricular fibrillation. 
On rewarming, the changes reverted to normal. 
Ventricular fibrillation usually caused death between 
16° and 22°C. 

Return of the heart from ventricular fibrillation to 
normal with revival was accomplished by venesec- 
tion and immediate rewarming. Intense vasocon- 
striction was observed grossly with vascular stasis, 
and erythrocyte agglutination was observed micro- 
scopically at low body temperatures. The investiga- 
tion was made in order to study the physiology of 
the cardiovascular system and learn something of 
the mechanism of death at low body temperatures. 

Donatp C. Geist, M.D. 








